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TOTHE NOVEMBER ISSUE 


As a result of a study of Age and Out- 
standing Achievement in Creative Chemis- 
try, Harvey: E. 


Lehman, professor of psy- 
chology, Ohio University, Athens, says that 


noted chemists who started their creative 


careers earliest achieved both more abun- 


dant and more important creative output 
than did those who started their careers at 
older age The 


g collective 
strongly suggest that a nation could increase 


levels. findings 
its creative output both quantitatively and 
qualitatively by (1) enabling its gifted chil- 
dren to work at the 


youngest feasible chronologic ages and (2) 


start professional 


encouraging its creative workers to continue 


their production after have 


their 30s. 


they passed 


MH here has not been a shifting of tuber- 
culosis to elderly people, but Tuberculosis 
Lingers as the Life Span Lengthens as a 
result of infections acquired early in life, 
writes J. Arthur Myers, professor emeritus 
of the University of Minnesota School of 
Public Health and Department of Medicine, 


Hermina Hartig 


and g, 


former assistant in 
pediatrics at University of Minnesota Hos- 
pitals. The only solution of the problem 
now available consists of finding all elderly 
persons harboring tubercle bacilli with the 
tuberculin test and keeping their organisms 
corralled. By such protection, the young can 
pass into the upper brackets of life without 
the handicaps from tuberculosis suffered by 
the elderly of this and previous generations. 


GERIATRICS, copyright 1959 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher. Virginia L. 
Dustin, Managing Editor. Maurice Wolff, Business Manager. 
ADVERTISING REPRESENTATIVES, NEW YORK 17: Burt D. Cohen, 
Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 





& In psychiatry, neurology, and _ general 


medicine, and particularly in parkinsonism 
in which all three disciplines combine, the 
simple paper pen tests of graphodiagnostics 
have not been used to their fullest capacity, 
says Wladimir G. Eliasberg, who practices 
psychiatry in New York City. Writing on 
Pen, Paper, and Parkinsonism, he reports 
on a study of 20 parkinsonian patients and 
recommends that physicians use samples of 
their patients’ handwriting for diagnosis, for 
verification of progress and treatment, and 
for investigation of the effects of various 
drugs. 


BB The Aging Skin offers a readily available 
structure for witnessing changes which are 
very often systemic in character, writes Sol- 
Alexander 
tologist, All 


omon Klein, consultant derma- 


Souls Hospital, Morristown, 





ew Jersey. He emphasizes the role of the 
elements in aging of the exposed skin and 
suggests several practical prophylactic meas- 
ures. He also discusses the significance of 
graying hair and defines the interrelation- 
ships of nutrition, body tone, and mental 
health as they affect the aging skin. 


BA umors of the Brain in the Elderly are 
apt to be confused with senile degenerations 
or chronic vascular disease and hence not 
recognized, says William T. Peyton, who 
practices neurosurgery at University of Min- 
nesota Hospitals. The differential diagnosis 
can often be made only by pneumoence- 
phalogram, ventriculogram, or intracranial 
angiography. 

When diagnosed and operated upon, most 
of these elderly patients are improved, many 
have an extended period of usefulness, and 
others are permanently cured. 
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The Care of the Geriatric Patient 

E. V. COWDRY, PH.D., Editor, 1958. St. Louis: C. V. 
Mosby Co. 438 pages. $8.00. 

This book is not in any sense a textbook 
but is nevertheless a most useful handbook 
for any member of a therapeutic team work- 
ing with elderly patients. While it does not 
set out to be an exhaustive manual on medi- 
cal treatment or a com- 
pendium of factual social data related to 
the subject, it is full of wisdom and useful 


comprehensive 


information concerning the older patient, 
and the principles of treatment laid down 
are sound. 

The subject is approached by a number of 
contributors who are specialists in their own 
fields and, therefore, authorities on different 
aspects of the total care called for, such as 
psychologic, medical, surgical, nutritional, 
and dental. 

The foreword interprets the aims which 
are delineated, namely, that “medicine and 
society must use the sharpest medical, social, 
vocational, psychologic, and community serv- 
ice tools, which are available in meeting this 
problem.” 

Cowdry himself has written the first chap- 
ter on “The Physician and the Geriatric Pa- 
tient” and has brought to this section the 
thoughts and philosophy of a senior physi- 
cian and some figures germane to the sub- 
ject. 

The next three chapters on psychologic, 
medical, and mental aspects are all useful 
in the information given, which is obviously 
culled from experience, while the sections 
on surgery, anesthesia, and drugs emphasize 
the need for consideration of all these as- 
pects in the treatment of elderly persons. 

Two of the most important chapters are 
on the subjects of nutrition and dental care, 
and both are valuable in pinpointing the 


34A 


SOHO 


All books intended for review 

and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


subject and in the advice given. The section 
on nursing is rather shorter than could have 
been hoped for, as there is so much new in 
the nursing approach that could have been 
mentioned with advantage, but this chapter 
does outline a number of modern principles 
in the nursing of older patients. The nurs- 
ing care guide designed at The Home for 
Aged and Infirm Hebrews is interesting and 
has much to recommend it. 

Dr. Bluestone outlines simply but force- 
fully the general principles of “Hospitaliza- 
tion of the Geriatric Patient” and calls at- 
tention to the need for integration of acute 
and chronic medicine and to the rights as 
well as the common sense of good and ade- 
quate treatment for elderly patients. Blue- 
stone adds, “It is of course possible to ‘hos- 
pitalize’ the elderly sick and deny to them 
the prime facilities of the modern so-called 
acute general hospital, but this concession 
to financial expediency, or to medical dis- 
interest cannot be defended.” 

The later sections on “Nursing Homes— 
Care of the Geriatric Patient in His Own 
Home” and “Organizations and Services for 
Older People” are interesting but pertain 
more particularly to the United States. 

In the short section on “Geriatric ‘Train- 
ing,” Dasco points out again the need for 
more study in the subject of geriatrics by 
medical and other personnel, and, in the 
final chapter, Dr. Sheldon gives a “Global 
Review of Geriatrics” which is ‘ 
the present time.” 


‘apposite to 


In spite of the numerous recent publica- 
tions on the subject, this very readable little 
book should be a welcome addition to the 
libraries of many physicians and others. 

MARJORY WARREN, M.D. 
Isleworth, Middlesex, England 


(Continued on page 37A) 
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(Continued from page 34A) 


Physical Examination of the 

Surgical Patient 

J. ENGELBERT BUNPHY, M.D., and THOMAS W. 
BOTSFORD, M.D., 1958. Philadelphia: W. B. Saunders 
Company. Second edition. 375 pages. Illustrated. $8. 
In this second edition of their textbook, the 
authors place considerable emphasis on the 
approach to the patient as an individual as 
well as to actual detailed technics of exami- 
nation. They also place laboratory data in a 
secondary position to a thorough physical 
examination, which is as it should be. 

The book is well organized by systems, 
easy to read, and copiously illustrated. Most 
of the photographs and drawings are well 
executed, but a few of the sketches could be 
improved upon. 

This is a book devoted primarily to pro- 
cedure, but it discusses as well the diseases 
which are revealed by the examination tech- 
nics. Pathology and physiology are pointed 
out to the extent that they give meaning to 
the physical signs encountered. The book is 
well indexed for easy reference. 

The volume is recommended to students 
and to practicing physicians. It is equally 
useful to practitioners who may never in- 
tend to do surgery per se. 

REUBEN F. ERICKSON, M.D. 
Minneapolis 


Social Class and Mental Illness: 
A Community Study 
AUGUST B. HOLLINGSHEAD, Ph.D., and FREDRICK C. 
REDLICH, M.D., 1958. New York: John Wiley & Sons, 
Inc. 442 pages. Illustrated. $7.50. 
This is a report of a study of interrelations 
between social stratification and mental ill- 
ness in the New Haven area, which was con- 
ducted by a sociologist and a psychiatrist. 
A basic premise in the book is that modes 
of treatment are both consciously and _ in- 
advertently dependent upon social classes. 
Five such classes are described and utilized 
as the core of statistical correlations. Class 
I includes business and professional leaders; 
Class II, ambitious persons with education 
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beyond high school; and Class III, those who 
still look forward to a good living but face 
the stress of having to adjust to things as 
they are, especially after the middle years. 
identified with Class IV are not 
joiners of organizations and live in _two- 


Persons 


family homes, the adults being satisfied with 
their life while the children are not. Class V 
includes semiskilled factory hands and_la- 
borers with minimal formal education who 
must struggle for existence and have highly 
brittle family ties. 

Of particular importance in treatment is 
the implication that fewer social contacts 
outside of the immediate family are reported 
by older people. This is more evident in 
Classes IV and V, as compared with Classes 
I and II, and suggests the need for a study 
to find out what effect these lessened con- 
tacts have on the physiologic, psychologic, 
and social health of the older people. The 
added knowledge gained by such a study 
would directly relate to the medical, psy- 
chiatric, and social treatment of the elderly. 
Colleges, schools, institutes, conferences, and 
publications would pass on the new knowl- 
edge to the clinicians and practitioners. Pre- 
ventive medicine can gain much through this 
type of study and the implementation of its 
findings. 

Some discussion is devoted to the public 
and private treatment of organic and _ af- 
fective disorders, alcoholism, schizophrenia, 
and senility. Custodial care seems to be the 
major lot of old people in Classes IV and V, 
while the persons in Classes I and II tend to 
receive more psychotherapy. However, there 
was no significant relationship between class 
status and type of therapy, which suggests 
either that senile patients are the last to 
receive treatment or that no applicable means 
of treatment has yet been discovered. This 
does not hold true in cases of schizophrenia 
in which class distinction and kind of treat- 
ment are related. Such a finding bears di- 
rectly on nursing home and private or public 
hospital construction and services. It has a 
bearing, too, on the development of other 
local health and social services and is related 
to the climate of professional opinion as it, 
in turn, is pressured by other groups to pro- 
vide new types of services. 


(Continued on page 40A) 
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(Continued from page 37A) 


The authors state that the transition from 
maturity to old age is imperceptible. Obvi- 
ously, they refer to the point that the peo- 
ple in Classes IV and V are threatened from 
youth through old age by the fate of being 
dependent, which often produces a passive 
and resigned attitude. Perhaps so, but we 
cannot arbitrarily answer in this manner. 
The implications of the older years demand 
more facts upon which to base a generaliza- 
tion such as this, especially when vast re- 
sources are beginning to be mobilized on the 
basis of too many unsubstantiated generaliza- 
tions. 

That this is a scholarly undertaking there 
can be no doubt. On the other hand, in es- 
tablishing the social classes, the authors failed 
to define a new type of class, which includes 
the rapidly growing numbers of retired or 
semiretired who do not seem to fit into the 
other categories. I would suggest that the 
applicability of the book to geriatrics would 
have been enhanced if attention had been 
given to this point. However, that may well 
be a study in itself. 

JEROME KAPLAN 
Mansfield, Ohio 


Principles of Internal Medicine 

TINSLEY R. HARRISON, M.D., et al., editors, 1958. 
New York: McGraw-Hill Book Company. Third edition. 
1,782 pages. Illustrated. $18.50. 

In its third edition, this textbook represents 
a great effort to present the subject material 
in a logical and rather comprehensive man- 
ner. For the physician or student who plans 
a complete review of the subject, it is an 
ideal approach. For example, I would con- 
sider that the reading of this book from 
cover to cover would be an excellent way 
for the medical resident to prepare for his 
specialty boards in internal medicine. Un- 
fortunately, the average physician in practice 
will not use the book in this way since he is 
interested in a reference volume primarily 
so that he can look up details on a specific 
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subject. When used in this way, the material 
in this volume is usually too disseminated 
for easy reference. If I were a student, this 
book would be too comprehensive for my 
use. I doubt that the average student can 
use the book effectively in the time allocated 
to this subject in the usual medical curricu- 
lum. At least this seems to be the major 
difficulty encountered by the students at our 
school, the Hahnemann Medical College. 
The material in this book is presented 
authoritatively by men who are well quali- 
fied. ‘The multiplicity of authors leads to 
some duplication of subject material, but 
this is not excessive and opposing views 
among authors seem to have been mini- 
mized. This textbook is quite worthy of a 
position in the library of every practicing 
physician and teacher of internal medicine. 
Most students will find that this book is 
easy to read and that the material is pre- 
sented well. However, the student must be 
prepared to read many pages if he hopes to 
cover the subject material presented. If he 
is a slow, methodical reader, he had better 
look for a less comprehensive presentation; 
otherwise, he may become lost in the details 
of the subject. 
JOHN H. MOYER, M.D. 


Philadelphia 


Schizophrenia 

MANFRED SAKEL, M.D., 1958. New York: Philosophi- 
cal Library. 335 pages. $5.00. 

If this book were of historical importance 
only, it would be well worth reading, for Dr. 
Sakel was not only the discoverer of the 
hypoglycemic insulin treatment, the first 
successful treatment of schizophrenia, but 
one of the earliest and staunchest protag- 
onists of physiologic concepts and treatment 
in psychiatry. Representing the work of 
thirty years, this book is a fitting tribute to 
the author, who died in 1957, a year before 
its publication. 

Dr. Sakel puts forth his ideas clearly and 
boldly, always making a strong attempt to 
follow scientific method, differentiating fact 
from theory. Despite this, he flatly and often 
dogmatically rejects psychologic concepts 
and treatment of schizophrenia. In fact, 
there appears to be a general reluctance to 

(Continued on page 46A) 
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admit to a psychologic basis for any psychi- 
atric illness. At times, the impression is 
created that he has never truly considered 
or assimilated the importance of psychologic 
factors, his main focus always being an or- 
“Even 
schizo- 


ganic one. For example, he states, 
though there is no question that 
phrenia is a purely somatic disease as any 
other, it cannot be denied that any psycho- 
logical trauma . . . may be the last drop in 
the full glass which will cause it to over- 
flow.” But it would not be proper to dwell 
on this aspect of his book, for, out of per- 
spective, it would unjustly detract from the 
value of his work or create the impression 
that psychologic factors are taboo. This is 
not so, since they are included and discussed. 

The book is divided into two parts. Part I 
deals with the historical and descriptive as- 
pects of schizophrenia and includes the 
thinking behind Dr. Sakel’s work. Part II is 
devoted to a clinical description of his treat- 
ment with detailed records of case histories. 


When Dr. Sakel began to use insulin 
treatment in 1927 in his work with mor- 


phine addicts, he was struck by the similari- 
ty between their withdrawal symptoms and 
those of patients suffering from severe thyro- 
toxicosis. These symptoms were attributed 
to overstimulation of the sympathetic nerv- 
ous system. Insulin was used to counteract 
this overstimulation by its stimulatory effect 
on the vagus nerve. Surprised and spurred 
on by the beneficial effect of hypoglycemic 
insulin shock with addicts, he further ex- 
plored its use by animal experimentation. 
Finding that insulin shock did not appear to 
be as dangerous as was supposed, he pro- 
ceeded to develop it systematically in schizo- 
and disorders 
clinical ob- 
servations over a period of thirty years led 


other 
results. 


phrenia psychiatric 


with good Numerous 
to the formulation of hypotheses to explain 
the manner in which the treatment worked. 
Such observations resulted in the belief that 


disordered physiologic processes occurred in 
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schizophrenia and other psychiatric  dis- 
orders. 
The author stresses that this treatment 


cannot be used haphazardly. He feels that, 
to be successful, one must first be thorough- 
ly grounded in the theoretical aspects and 
then learn from someone who is already 
experienced. Flexibility, a result of being 
thoroughly familiar with the treatment, will 
insure success. 

Along with Dr. Hoff, who wrote the pref- 
ace in the book, the author emphasizes that 
lack of success is due to the failure of physi- 
cians to appreciate the significance of fol- 
lowing detailed instructions for administer- 
ing the treatment. 

This book offers a stimulating but often 
dogmatic discussion not only of schizophre- 
nia but of psychiatry in general. Its histori- 
cal value goes without saying. Although it 
could be read with profit by any psychia- 
trist, it should be a must for anyone using 
insulin shock treatment. 

VICTOR J. LO CICERO, M.D. 
Philadelphia 


Oral Roentgenographic Diagnosis 

EDWARD C. STAFNE, D.D.S., 1958. Philadelphia: W. 
B. Saunders Company. 303 pages. Illustrated. $14.50. 
The reading of “Oral Roentgenographic 
Diagnosis” is a thrilling educational experi- 
ence that one should not miss. 

This book is limited to the interpretation 
of oral roentgenographic examination. There 
is no doubt that Dr. Stafne is particularly 
well qualified in this field, since he has had 
the advantage of observing dental radio- 
graphs for many years at the Mayo Clinic 
in connection with various diseases of the 
human body. From the tremendous number 
of these radiographs at his disposal, he has 
selected 1,338 illustrations on 423 figures for 
presentation in this book. 

Dr. Stafne 
anatomic 


normal 
presents a 
studies of 
anomalies, malpositions, prolonged reten- 


describes the 
and then 


first 
landmarks 
sequence of roentgenographic 
tion of primary teeth, coronal and pulpal 
changes, the maxillary sinus, reactions to 
infection, cysts, tumors, and foreign bodies. 

Of particular interest to readers of this 

(Continued on page 50A) 
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journal are the sections on the effects of ir- 
radiation, pathologic calcifications and ossifi- 
cations of the soft tissue, and roentgeno- 
graphic manifestations of systemic disease. 
Dental roentgenograms often provide in- 
formation that is valuable in the recogni- 
tion and diagnosis of systemic disease and 
may provide the first clue that leads to an 
early diagnosis of the disease. There are il- 
lustrations throughout showing and explain- 
ing evidences of Paget’s disease, arterioscle- 
rosis, cysticercosis, renal osteodystrophy, ma- 
lignant tumors, osteoradionecrosis, senile os- 
teoporosis, syphilis, and other such disorders. 
This book would be a valuable addition 
to the library of all dental practitioners and 
of particular value to the physician giving a 
roentgenologic diagnosis of his patient. 
CLARENCE N. REIERSON, D.D.S. 
Minneapolis 


Strabismus Ophthalmic Symposium II 


JAMES H. ALLEN, M.D., editor, 1958. St. Louis: C. V. 
Mosby Company. 552 pages. Illustrated. $16. 


New 
thalmology was founded in 1952, 


Since the Orleans Academy of Oph- 
it has had 
the excellent policy of devoting its annual 
sessions to a single subject. In 1955, the sub- 
ject was strabismus, and this book is the 
report of that session. 

The mere roster of participants attests to 
the accuracy and value of the presentations. 
There is not very much about strabismus 
that one might wish to know and not be 
able to find in this volume. Basic subjects 
such as the anatomy of the extrinsic ocular 
muscles and the physiologic mechanism of 
their operation are fully dealt with. None 
of the common or uncommon congenital or 
acquired abnormalities has been omitted. 
Brown’s chapter on congenital structural 
the particularly 


good. As the editor points out in his preface, 


anomalies of muscles is 
strabismus is a subject on which profound 
differences of opinion still exist, but many 
of those evident in the symposium on the 
subject held in Iowa City in 1948 never 
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really existed: the differences were not in 
concept but in terminology, a state of con- 
fusion which the late Dr. Walter B. Lancas- 
ter did much to clarify. In short, this is a 
book packed with facts, full of useful, prac- 
tical information, and of particular value 
because it represents the opinions of a num- 
ber of experts in this field. 

The editor’s decision to do very little edit- 
ing, however, is to be regretted. The book 
would have been more valuable if it were 
less verbose. Some chapters were apparently 
written or edited or both with special care. 
The majority would have been improved 
by judicious editorial pruning, particularly 
with respect to repetition, not only from 
chapter to chapter but within the same 
chapters. Certain details of case reports 
might similarly have been reduced or even 
omitted with no ophthalmologic loss. 

Another editorial activity which would 
have made the book more useful would have 
been of the 
discussions under subject headings, as was 
done in the 1956 transactions of the Acad- 
emy, which dealt with diseases and surgery 
of the lens. In this book, completely unre- 


the classification round table 


lated subjects follow each other and ques- 
tions on the same subject are often widely 
separated. This policy may result in the loss 
to the reader of some valuable items. The 
table of contents is brief and nonspecific. 
References to particular items may be found 
in the index but again may not be. Within 
the space of a few pages, this reviewer found 
no references to round table discussions on 
orthoptics, terminology, the cover test, or 
the polaroid screen in television. 

These are, perhaps, captious criticisms of 
a book which of real 
value. On the other hand, if medical books 
are to be kept within the physical capacity 
of the reader to handle them, his financial 


contains so much 


ability to purchase them, and the time at 
his disposal to utilize them, he must have 
the editorial aid just specified. With these 
exceptions, however, and from the ophthal- 
mologic aspect, this symposium on strabis- 
mus is heartily recommended. 
WILLIAM B. CLARK, M.D. 
New Orleans 


(Continued on page 54A) 
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Vascular Spiders and Related Lesions 

of the Skin 

WILLIAM BENNETT BEAN, M.D., 1958. Springfield 
Illinois: Charles C Thomas. 372 pages. $8.50. 

This book clearly demonstrates that a medi- 
cal monograph can be comprehensive and 
informative and still be an enjoyable experi- 
ence for the reader. Dr. Bean’s investigations 
on the occurrence and the nature of the 
arterial spider, that cutaneous lesion often 
referred to as a “nevus araneus” or “spider 
telangiectasis,’ formed the basis for his long 
continued interest in a variety of vascular 
lesions of the skin. 

The first and most extensive chapter in 
this delightfully written book deals with the 
arterial spider and palmar erythema. This 
unique phenomenon is encountered in pa- 
tients with cirrhosis, in normal pregnancy, 
and, indeed, in some normal individuals. 
The world’s literature on this subject, by 
now quite extensive, has been carefully re- 
viewed and tabulated. The recent studies of 
Martini and Staubesand, published in Ger- 
many, are reviewed in detail; a number of 
Martini’s diagrams and _ phetomicrographs 
are presented in this chapter. These impor- 
tant contributions are thus made readily 
available to American readers. 

In the 5 chapters that follow the descrip- 
tions of the arterial spiders, a number of 
cutaneous vascular lesions are discussed. 
These include the skin manifestations of the 
syndrome of metastatic carcinoid, pellagra, 
and Cushing’s disease. The third chapter 
contains an excellent discussion and an ex- 
tensive review of the literature on heredi- 
tary hemorrhagic telangiectasia (Osler’s 
disease) . 

Chapter 7 should be of particular interest 
to physicians concerned with geriatrics. In 
this section, entitled Vascular Lesions Which 
Increased With Aging, the nature of cherry 
angiomas, venous stars, and venous lakes is 
discussed in detail. Physicians who become 


acquainted with the lesions through the 
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A 
knowledge of the character of these innocu- 
ous skin manifestations is helpful, for they 


pages of this book will be rewarded. 


frequently provoke inquiry from _ patients 
who are curious as to their nature. Elderly 
people will be grateful for the reassurance 
that the informed examiner can offer when 
he is able to identify and name these cu- 
taneous lesions even though they are incon- 
sequential as signs of disease. 

This book can be highly recommended to 
physicians dealing with the elderly; it cer- 
tainly contains many features of value for 
the dermatologist and the obstetrician. 

F. W. HOFFBAUER, M.D. 
Minneapolis 


Surgery of the Prostate 

HENRY M. WEYRAUCH, M.D., 1959. Philadelphia: 
W. B. Saunders Company. 535 pages. Illustrated. $15. 
This book presents for the first time a most 
complete picture of prostatic surgery. It is 
beautifully illustrated, particularly in the 
section on perineal prostatectomy. 

For the first time there is contained in 
one volume a comprehensive and _ well-writ- 
ten survey covering the management of 
prostatic surgery with the various routes at 
our disposal. The author makes no attempt 
to favor one method over another: the vari- 
ous approaches are presented without prej- 
udice. The detail involved in transurethral 
surgery is very clearly presented. The book 
is a worthy addition to the library of prac- 
ticing urologists and surgeons. 

SAMUEL S. BEIRSTEIN, M.D. 
Minneapolis 


Organized Religion and the Older Person 


DELTON L. SCUDDER, editor, 1958. A compilation of 
the addresses given at the eighth annual Southern 
Conference on Gerontology, which was held at the 
University of Florida, April 10 to 11, 1958, with a 
conference summary. Gainesville: University of Florida 
Press. Volume 8, Institute of Gerontology Series. 113 
pages. $2.50. 

This Conference represents a very note- 
worthy attempt to arrive at a clearer under- 
standing of the problem of aged people 
with respect to their religious beliefs. It is 
encouraging that such a conference has been 
held and that there is interest in this impor- 
tant subject. 

(Continued on page 58A) 
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As a whole, the addresses are good and 
merit reading. The one question the review- 
er has is the validity of various tables be- 
cause of the make-up of the group tested. 
Naturally, there was no intention that 
broad conclusions be drawn from such sam- 
plings as were made for the papers in ques- 
tion, but we have to be aware of the danger 
that is always present when the results of 
any kind of a testing or sampling program 
are published. Too many people accept 
them as being representative when those 
who prepared the studies themselves recog- 
nize their definite limitations. 

With this reservation, I would heartily 
recommend this book. 

JOHN M. MASON 
Minneapolis 


Urology in Outline 

T. L. CHAPMAN, F.R.C.S., 1959. Edinburgh and Lon- 
don: E. and S. Livingstone, Ltd.; and Baltimore: Wil- 
liams G&G Wilkins Company. 176 pages. Illustrated. 
$6.75. 

In this book, written for all who practice 
general medicine or surgery, the author has 
aimed to present the common urologic dis- 
ease processes and their principal methods 
of investigation and treatment. This he has 
accomplished well in a 176-page text, ade- 
quately bound and indexed. 

The presentation is unique in that three- 
fourths of the book is composed of illustra- 
tions. Urology is a dynamic specialty, much 
involved with forces and structures, and 
thus lends itself well to this type of pictorial 
demonstration. By the use of simple line 
drawings, the author depicts the various 
pathologic entities in urology and indicates 
how and why they produce the symptoms 
which characterize them. By the same meth- 
od, appropriate means of treatment are ex- 
plained, including the principles of the most 
recent surgical procedures. 

Increasingly favorable results have made 
many urologists on this continent more en- 
thusiastic about early curative surgery for 
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carcinoma of the prostate. ‘They would take 
issue with the author’s pessimistic viewpoint 
on this subject. Excepting this, there are no 
glaring omissions or discrepancies. 


Making no pretenses, the book is not in- 
tended as a detailed reference work. Easily 
read and understood, it is recommended 
highly to those students or physicians who 
desire to review the important features on 
the subject of urology. 

EVERETT D. HENDRICKS, M.D. 
Pasadena 


Call the Doctor 

ERNEST S. TURNER, 1959. New York: St. Martin’s 
Press, Inc. 311 pages. Illustrated. $3.95. 

This book, which deals with the vices and 
virtues of the medical profession since 1300 
A.D., was written by a layman and not a 
doctor. Mr. Turner is an experienced au- 
thor who has the talent for turning a quick 
and witty phrase, and the book abounds 
with fascinating happenings in the profes- 
sion up to the present time in England. 

The contents concern the growth of the 
apothecary from the time when _ vipers, 
leeches, and every conceivable horrible ob- 
ject were considered valuable cures for one 
disease or another. We marvel that the hu- 
man constitution could withstand the ter- 
rible, so-called medicines administered. 

The book contains the history of medical 
ethics from the earliest period to the pres- 
ent time. Some of the ancient rules of prop- 
er behavior are applicable today—for in- 
stance, “Dress soberly like a clerk not like a 
minstrel. Keep your finger nails well shaped 
and clean. When feeling the patient’s pulse, 
allow for the fact that he may be disturbed 
by your arrival and by the thought of the 
fee you are going to charge him. Tell the 
patient funny stories as well as recommend- 
ing him to serious contemplations and to 
the scriptures.” These and many other rules 
revealed that psychology played an impor- 
tant part in the physician’s healing. 

Also are told the age-old battle between 
the physician and apothecary and physician 
and surgeon in the gradual, trying growth 
of medical science from the days of body 
snatching to the time when the profession 

(Continued on page 61A) 
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was regarded with some respect rather than 
with great disdain. 

The final chapters deal with the rise of 
government medicine in England and the 
revolt provoked by the doctors against a 
system that in the minds of many was an 
intrusion of private rights. However, we 
must remember that the system would not 
have arisen if everything in the healing field 
had been rosy and cosy. Time changes things 
whether we like it or not. 

This book is interesting, informative, and 
enjoyable and should be widely read. The 
fun poked at the profession is much like the 
old comic valentine that made you laugh at 
yourself. The doctor whose sense of humor 
has not been dimmed by too many night 
calls will find it delightful reading. 

ARNOLD S. ANDERSON, M.D. 
St. Petersburg, Florida 


S> 


Pulmonary Circulation 


WRIGHT R. ADAMS, M.D., and ILZA VEITH, PH.D., 
editors, 1959. Transactions of the International Sym- 
posium on Pulmonary Circulation Sponsored by the 
Chicago Heart Association, March 20, 1958. New 
York: Grune & Stratton. 316 pages. Illustrated. $4.50. 
The Chicago Heart Association invited more 


than two-score distinguished scientists to 


participate in this symposium. Excellent 
editing has assembled the information into 
a series of splendidly correlated sections. 
After a magnificent historical review deliv- 
ered by Dr. André Cournand, physiology, 
pathology, primary lung disease, congenital 
heart alterations, and acquired heart disease 
are discussed—in that order—as they affect 
pulmonary circulation. 

Most of the material probes the frontiers 
of our present knowledge of the subject. 
The volume is not light reading, as it is de- 
signed to meet the needs of the research 
worker in this field. Much of the discussion 
is on the esoteric side, and the clinician will 
find himself well beyond his depth much of 
the time. Still, it is quite a revelation to 
know that both pulmonary arteries can be 


GERIATRICS, OCTOBER 1959 


ligated simultaneously and yet not have 
death ensue. While one need not follow the 
theoretical discussion all the way, it is quite 
evident that the chest surgeons will soon 
have very practical use of the knowledge of 
this fact. 

Dr. Dexter's classification of pulmonary 
vascular disease on page 256, as well as Dr. 
Paul Wood’s discussion of the ‘“‘vasoconstric- 
tive factor in pulmonary hypertension,” 
seems extremely practical and well worth re- 
peated reading by all clinicians—cardiolo- 
gists and chest specialists, particularly. For 
this alone, the volume should grace the 
shelves of all good medical libraries. 

The printing, binding, and lithography 
are a credit to the publishers and the spon- 
soring organizations. Altogether, this mono- 
graph can serve as a model for other sym- 
posia being contemplated. 

ARNOLD LIEBERMAN, M.D. 


Elmhurst, New York 


A Textbook of Medicine 


RUSSELL L. CECIL, M.D., and ROBERT F. LOEB, M.D., 
editors. ALEXANDER B. GUTMAN, M.D., WALSH 
MC DERMOTT, M.D., and HAROLD G. WOLFF, M.D., 
associate editors, 1959. Philadelphia: W. B. Saunders 
Co. Tenth edition. 1,665 pages. Illustrated. $16.50. 
The regularly recurring editions allow this 
well-beloved text to be always topical, fresh, 
and authoritative. This tenth edition more 
than i 
predecessors over the past thirty-three years. 
The style, 
format are well known to all in the field of 


lives up to the tradition set by its 


book’s general coverage, and 
medicine. Discussions of pathologic physi- 
ology and disease mechanisms are again in- 
corporated into the total discussion of the 
disease. 

There are some 164 contributors to this 
volume, including some of the best-known 
names in medicine. Thus the reader can be 
assured of accuracy and mature judgment 
in clinical description, diagnostic points, and 
treatment. The two senior editors are again 
represented among the  contributors—Dr. 
Russell L. Cecil by the sections on miliary 
fever, ainhum, milk sickness, and his favor- 
ite topic, diseases of the joints. Dr. Robert 
F. Loeb again masterly presents the sections 
on diabetes mellitus, 


spontaneous —hypo- 
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glycemia, and nephritis. In this edition, 
there are some 30 new contributors—some 
writing entirely new sections, others replac- 
ing those lost by death or retirement. 

Keeping pace with the advancements in 
medicine, this edition contains 36 articles 
on subjects which have not been covered in 
previous editions. These range over a wide 
variety of subjects including adenoviral and 
ECHO viral infections, cranial arteritis, sali- 
cylate poisoning, agammaglobulinemia, car- 
cinoidosis, hepatic coma, cryoglobulinemia, 
and Marfan’s syndrome. By utilizing a new 
and cleaner type, this increase in text has 
not increased the total number of pages. 

\ notable edition to this volume is the 
foreword by Dr. Dana W. Atchley entitled 
Patient-Physician Communication. This 
short treatise should be required reading 
for all who would practice the art of medi- 
cine. As the editors so succinctly state, “The 
impressive data presented in the subsequent 
1600 pages are of limited value to the actual 
practice of medicine unless they are consid 
ered within the framework of the timeless 
philosophy expressed in the Foreword.” 

As in the past, the wide acceptance of 
this text on both a national and internation 
al level is sufficient recommendation. 

R. W. LAMONT-HAVERS, M.D. 
New York City 


Elementary Statistics with Applications 

in Medicine and the Biological Sciences 

DR. FREDERICK E. CROXTON, 1959. New York: 
Dover Publications, Inc. 376 pages. $1.95 

The statistical method of handling biologic 
and medical data is unfortunately often 
used indiscriminately and without critical 
judgment. It appears simple but is complex, 
especially when applied to human beings or 
biologic phenomena. Adding columns of fig- 
ures and making averages or percentages re- 
quire mathematics and __ logical 


training 
which is not often acquired by practicing 
physicians. Interpretation of statistics also 
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demands knowledge of at least general prin- 
ciples of statistics. 

Dr. Croxton, professor of statistics at Co- 
lumbia University, has directed Elementary 
Statistics to the medical man and _ biologist. 
Instructions are sufficiently detailed to sup- 
ply all needs of application and interpreta- 
tion. He explains how to arrange data in 
tables or groups to disclose distribution, fre- 
quency, tendencies, correlations, and vari- 
ability. 

He also tells how to select data, usually 
most satisfactorily by random sampling, and 
how to test the reliability and significance 
of the samples by arithmetic means, Chi 
square, standard deviation and correlation 
coeflicients, and measure of skewness and 
kurtosis. The book includes tables for anal- 
ysis of various types of statistical curves, 
tables of square roots and reciprocals, and 
logarithms. 

Schrédinger’s admonitions should govern 
interpretations; the essential feature of sta- 
tistics is the prudent and systematic ignor- 
ing of details, and statistical laws do not 
apply to individual actions. 

JAMES B. CAREY, M.D. 


Minneapolis 


The Family Medical Encyclopedia 
JUSTUS J. SCHIFFERES, 1959. Boston. Little, Brown & 
Co. 617 pages. $4.95. 


Phis fine encyclopedia, which defines clearly 
some 2,500 topics, will be of great help to 
many intelligent laymen. It represents a 
tremendous amount of library research and 
in many ways can serve as a family medical 
reference book. 


WALTER C, ALVAREZ, M.D. 


Surgical Technique and Principles of 
Operative Surgery 


A. V. PARTIPILO, M.D., 1957. Philadelphia: Lea & 
Febiger. 966 pages. Illustrated. $20.00. 
This book is somewhat incorrectly named, 
since a more appropriate title might be 
“Principles of General Surgery With an 
Outline of Surgical Technic.” In contrast to 
most boos, on surgical technic, which merely 
describe the vechnical details in performing 
(Continued on page 70A) 
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operations, this very excellent book provides 
a rational basis for performing operations 
with discussions of the disturbances in phys- 
iology and surgical pathology for each organ 
system. 

The book begins with a discussion of the 
general principles of operative surgery, which 
is followed by an excellent chapter on fluid 
therapy in surgery. Three chapters are de- 
voted to anesthesia and possible complica- 
tions therefrom, and the remaining 75 chap- 
ters discuss the most common surgical con- 
ditions requiring operation with a descrip- 
tion of the technics of performing the opera- 
tions. Since this is a book on general surgery, 
there is no evaluation of operations and 
diseases of the surgical specialties, such as 
gynecology, urology, and neurosurgery. 

This book is illustrated with excellent 
diagrams showing the anatomy involved in 
the various operative procedures, the various 
operative technics involved, and detailed dis- 
cussion of means of avoiding complications 
which might occur. At the end of each chap- 
ter there is a brief questionnaire to aid the 
reader in reviewing the material covered. 

As a minor criticism, the author for the 
sake of historical completeness has attempted 
to include a few operations which are no 
longer carried out in most surgical centers; 
however, this does not detract from the use- 
fulness of the book as a whole. This book 
should be of great value to medical students, 
surgical house officers, and the surgical resi- 
dent for description of various operative 
procedures. 

W. ALBERT SULLIVAN, JR., M.D. 
Minneapolis 


Nurse-Patient Relationships in Psychiatry 


HELENA WILLIS RENDER, R.N., and M. OLGA WEISS, 
R.N., 1959. New York: McGraw-Hill Book Co., Blakis- 
ton Division. Second edition. 319 pages. $5.95. 

This is a splendid discussion of what an 
ideal psychiatric nurse should be. Certainly 
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all psychiatric nurses should read it, study 
it, and use it as an ideal at which to aim 
in their work. Obviously, good care from 
attendants and nurses can often do more for 
a patient than can the doctor. The doctor 
may see the patient only occasionally on 
rounds, while the attendant who is caring 
for the patient sees him all day. 

WALTER C. ALVAREZ, M.D. 


Hearing: A Handbook for Laymen 

NORTON CANFIELD, M.D., 1959. New York: Double- 
day & Co., Inc. 214 pages. $3.50. 

Three incontestable points are made in 
this book: (1) hearing impairment need 
not be devastating to the sufferer, (2) per- 
sons with hearing impairment should con- 
sult an otologist for proper treatment and 
guidance, and (3) the public should be made 
more aware of the problems of hearing im- 
pairment. Dr. Canfield estimates that 10 per 
cent of our population has some hearing 
loss. Not all of these people are handicapped 
by their losses, however, and the magnitude 
of the problem of hearing loss in this coun- 
try, therefore, may not be so great as the 
percentage implies. 

It is difficult to present the technical as- 
pects of hearing and its disorders to laymen 
without oversimplifying one’s explanations. 
As a result, there are some inappropriate 
descriptions of several of the hearing prob- 
lems and of the rehabilitative measures re- 
quired fer their alleviation. For example, 
too much optimism may have been extended 
to the “senior citizens’ with regard to the 
use of a hearing aid. The newer transistor 
hearing aids are indeed more convenient 
for them than the older vacuum tube aids, 
but older persons may not necessarily under- 
stand speech appreciably better with the 
newer aids than they did with the old ones. 

Dr. Canfield gives very sound general ad- 
vice about the use of a hearing aid. He urges 
the patient to make early and intense efforts 
to adapt to an aid, to get professional help 
in the use of an aid and in speechreading, 
and to enlist one’s family and friends in 
adjusting to a difficult but not insurmount- 
able hearing problem. 

ROBERT GOLDSTEIN, PH.D. 
St. Louis 
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Means for bronchocatharsis are se- 
lected for facilitating the self-cleans- 
ing function of the lung. Combina- 
tions of drugs, including cough 
sedatives, and simultaneous appli- 
cation of various methods are more 
likely to bring about salutary re- 
sults than a unitarian therapeutic 
approach. Specific drugs and meas- 
ures should be used for handling 
the etiologic cause of the disease 
which is the source of cough. 


Cough 

and its 
management 
in elderly 
patients 


ANDREW L. BANYAI, M.D. 
CHICAGO 


ANDREW L. BANYAI is clinicat professor of 
medicine, emeritus, Marquette University 
School of Medicine. 
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HM Discussion of this subject is timely 
for the following reasons: 

1. The cough mechanism in geriatric pa- 
tients differs in certain respects from 
that seen in younger persons. 

2. The incidence of this symptom is 
high in advanced age groups. 

3. The liability of elderly individuals to 
adverse sequels of cough requires spe- 
cial attention. 

4. Recent advances in the clinical inter- 
pretation and a critical evaluation of the 
management of cough are worthy of 
presentation. 


Cough Mechanism 


Competent and efficient management 
and control of cough are predicated 
upon the intelligent understanding of its 
physiology, which parallels the physiol- 
ogy of ventilation. Its efficiency is below 
par in old persons even when they are 
in good health. The following pertinent 
causes are to be considered: 

1. In senescence, resistance to pulmo- 
nary air flow is increased. Distensibility 
and respiratory excursions of the chest 
are reduced because there are calcifica- 
tion of the costochondral junction, lim- 
itation in motion of the costovertebral 
joints, fibrosis, and loss of elasticity of 
the thoracic ligaments. 

2. In general, the tensile strength and 
the resilience of the tissues are less in 
senescent than in young individuals. 
Accordingly, the alveoli in the aged are 
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flabby like the skin. Dilation of the al- 
veoli is the result of atrophic changes in 
the alveolar septa. Simultaneously, some 
of the elasticity of the lung tissue is lost. 

3. There is some loss of elasticity of 
the bronchi because of sclerosis and cal- 
cification in their walls. Consequently, 
there develops a disproportion between 
tidal air and bronchiolar air inflow. 
Also, involutional atrophic changes take 
place in the peribronchial and peri- 
bronchiolar musculature when the blood 
supply is inadequate because of sclerotic 
vascular alterations and rigidity of the 
perivascular connective tissue. In rela- 
tion to work needed (oxygen require- 
ment) for drivin 


g air through the rigid 
lower air passages, the energy used can 
be appraised by considering the in- 
creased work of the myocardium in hy- 
pertension. 

4. Arteriosclerosis in the pulmonary 
vessels may, to a certain extent, handi- 
cap cyclic respiratory volume changes of 
the lung. 

5. In the elderly person, the central 
tendon of the diaphragm becomes more 
fibrous and constitutes a larger part of 
.this muscle. The diaphragm as a whole 
becomes flabby as do other striated mus- 
cles. Kohn and Rollerson report that 
turgescence of the collagen of the dia- 
phragm by taking up water is decreased 
after the age of 50.1 This, in turn, re- 
sults in rigidity of the connective tissue 
and consequent functional limitation of 
the muscle. 

Views expressed by Bick? apply to the 
status of the diaphragm as well as of all 
other muscles of inspiration and expira- 
tion. “The characteristic of an aging 
muscle is apparently atrophy of disuse. 
Diminished strength lies in the failure 
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of the neural control mechanism, in the 
lessened rapidity of chemical reactions 
involved in muscle contraction, and in 
the decreased ability of the vascular tree 
to deliver quickly blood stream elements 
needed to replace those used up in mus- 
cle activity.” 

According to Shock and Yiengst,* the 
significant reduction of the basal metab- 
olism rate with increasing age is accom- 
panied by a definite increase in pO, and 
a decrease of pCO, of the expired air. 
There is a reduction of oxygen uptake 
in the alveoli but no carbon dioxide re- 
tention. The pertinent observations of 
Norris and his associates are of inter- 
est. They recorded that the maximum 
breathing capacity was reduced in the 
aged because of the relatively reduced 
breathing rate; they also noted signifi- 
cant decrease in the vital capacity of the 
lung. 

The average reduction was 17.5 cc. 
per square meter per year as compared 
with findings in the age group of 20 to 
29 years. They found a significant in- 
crease in the residual volume of the 
lung in elderly persons who were ap- 
parently in good health. The average in- 
crease was 13.0 cc. per square meter per 
year. 

Pronounced obesity in the aged is a 
serious handicap to normal pulmonary 
ventilation. Individuals of this type suf- 
fer from dyspnea more pronounced than 
would correspond to their excessive 
weight. There is interference with nor- 
mal diaphragmatic function. In conse- 
quence of this, not only the normal ven- 
tilatory capacity of the lung is impaired, 
but also the cough mechanism. Excessive 
adiposity of abdominal structures may 
be the source of reflex bronchospasm. 
One may interpolate here that heart fail- 
ure may develop in the obese as docu- 
mented by the physiological studies of 
Smith and his colleagues.® 
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Coppo and Vecchi called attention to 
another rather frequent type of deteri- 
oration of the “milieu interne’ in the 
aged, which results from insufficient 
protein intake. The latter may be fol- 
lowed by water retention which, in turn, 
predisposes to bronchospasm. Broncho- 
spasm interferes with normal bronchial 
peristalsis and thus, with physiologic 
bronchocatharsis. 

Bronchial mucus is essential for self- 
cleansing of the bronchi as well as for 
the liquefaction and removal of inflam- 
matory exudate from the lower air pas- 
sageways. Mucus is produced by the 
subepithelial glands, by the goblet cells, 
and by some so-called dark narrow cells. 
Secretory function of the bronchial mu- 
cosa is increased by stimulation of the 
nerve endings of the vagus. Lack of 
mucus production may seriously inter- 
fere with the efficacy of cough. This sit- 
uation is bound to arise in persons suf- 
fering from hypovitaminosis A. The lat- 
ter is accompanied by keratinizing meta- 
plasia of the bronchial mucous mem- 
brane and with its diminished secretory 
function. In elderly persons, vitamin A 
deficiency may result from faulty diet or 
from hepatic dysfunction encountered 
in alcoholic cirrhosis of the liver, in un- 
controlled diabetes mellitus, and in pro- 
nounced obesity. 

Another possible cause of tussive in- 
sufficiency in the aged is decrease in the 
cholinesterase content of the blood. This 
enzyme neutralizes acetylcholine which 
is a potent inciting force of broncho- 
spasm. Barrows and his collaborators 
reported significant decrease in serum 
cholinesterase with increasing age.‘ 

In geriatric patients with chronic ky- 
phoscoliosis or with Striimpell-Marie 
disease (rhizomelic spondylosis) , one is 
likely to find rapid, shallow breathing, 
increased pulmonary dead space, and 
tussive insufficiency. 
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High Incidence of Cough 


I consider it permissible to introduce a 
new technical term, polybechia, for 
designating too much useless, reckless 
coughing. It is one of the most neglected 
problems in geriatric patients. It is an 
immediate challenge as well as an im- 
mense opportunity for the medical pro- 
fession. 

The high incidence of cough in elder- 
ly persons originates from three sources: 
(1) the cumulative 
damage of earlier years of life; (2) 
pathological changes due to infections, 


cardiopulmonary 


noxious inhalants, aliergens, and trau- 
ma; and (3) conditions which are com- 
mon in the aged, such as arteriosclerosis, 
heart failure, emphysema, fibrosis, ma- 
lignant tumors, infarction, aspiration 
pneumonia, bronchiectasis, and atelecta- 
sis. 

Etiology, differential diagnosis, and 
other pertinent aspects of cough have 
been discussed by the author in previous 
publications listed in the references.’ 
Additional comments are offered to elu- 
cidate the subject. 

The incidence of bronchitis is increas- 
ing with age in urban as well as in rural 
communities. It is ten times higher in 
the seventh and eighth decades than in 
the third and fourth decades. The con- 
comitant destruction of leukocytes re- 
sults in liberation of lactic acid and hist- 
amine, both of which are bronchospas- 
mogenic. Bronchospasm not only inter- 
the 
but it may cause atelectasis, dyspnea, 
and tussive insufficiency. The ubiquitous 


feres with evacuation of bronchi 


habit of smoking is recognized as a com- 
mon cause of cough due to irritation 
and swelling of the mucosa from the 
pharynx to the bronchioles. Nicotine 
causes bronchospasm and reduces the 
ciliary function of the bronchial muco- 
sa. Piper reports that, following abdom- 
inal operations, respiratory complica- 
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tions developed in the majority of smok- 
ers and in nearly 100 per cent of heavy 
smokers.® 

Tussive insufficiency is bound to be 
encountered in patients suffering from 
chronic pseudohypertrophic emphysema 
(also known as genuine, idiopathic, dif- 
fuse vesicular, obstructive, hypertroph- 
ic, or dystrophic emphysema). This dis- 
ease is characterized by the following 
pathologic changes: 

1. Destruction of the peribronchial 
and peribronchiolar elastic fibers. 

2. Dilation and rupture of the alveoli. 

3. Bronchial occlusion by spasm and 
viselike compression by adjacent distend- 
ed alveoli or air cysts. 

4. Destruction of some of the capillar- 
ies of the lesser circulation, which co- 
incides with the disappearance of normal 
alveolar architecture. 

5. Increase in the size of the lung. 

6. Distention of the thoracic cage. 

7. Abnormally low position of the dia- 
phragm. 

Of these, only bronchospasm and dis- 
location of the diaphragm are amenable 
to treatment. By relieving bronchospasm 
and by correcting the low position of 
the diaphragm one can attain substan- 
tial alleviation of cough. 

Cough may be an earlier symptomatic 
manifestation of left heart failure than 
dyspnea. Obviously, in instances of this 
type, prompt administration of digitalis 
preparations and diuretics brings about 
better results than cough remedies. 

In this age group, there is a compara- 
tively high incidence of aspiration pneu- 
monia, in general, and of lipoid pneu- 
monia (lipid pneumonia, oil pneumo- 
nia) , in particular. In the aged, especial- 
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ly in individuals with artificial dentures, 
there may be derangement of the mech- 
anism of swallowing—motor, sensory, 
or structural. Corroborative observa- 
tions were made by Kemp, who noted 
frequent aspiration of barium swallow 
into the lung.!° Postoperative cough 
may result from “silent” regurgitation 
and aspiration of gastric contents. Func- 
tional or organic diseases of the esopha- 
gus entail a relatively frequent occur- 
rence of aspiration pneumonitis. Similar 
possibility prevails in comatose and stu- 
porous states. 

The disturbing, often distressing cough 
and copious expectoration of patients 
with bronchiectasis are well known to 
all concerned. However, the high inci- 
dence of this condition in elderly per- 
sons is less familiar to the medical pro- 
fession. I refer here to the confirmatory 
findings recorded by Andosca.!! He ob- 
served bronchiectasis in 13 per cent of 
necropsies in a group of 254 between the 
ages of 70 and 90 years of age. 

The significance of segmental and 
lobar atelectasis is not always appreci- 
ated in estimating the competence of 
cough. It is well to keep in mind in this 
connection that, when substantial areas 
of the lung become airless, the air in- 
haled cannot pass distally to inflamma- 
tory products trapped in these parts. 
Thus, no air is available for being com- 
pressed so as to serve as the expulsive 
medium of cough. 


Adverse Sequels to Cough 


To illustrate the potential danger of se- 
vere, uncontrolled cough, I am_present- 
ing a list of its complications: 

1. Interference with the healing of 
inflammatory diseases of the bronchi 
and lung parenchyma. 

2. Interference with the patient’s 
rest. 


> 


3. Rise in temperature. 
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4. Dyspnea. 

Exhaustion. 

6. Headache. 

Subconjunctival hemorrhage. 


Sr 


~I 


oO 


Insomnia. 

9. Loss of appetite. 

10. Vomiting. 

11. Urinary incontinence. 
12. Postoperative disruption of 
wounds of the anterior abdominal wall. 

13. Pain in the chest. 

14. Fracture of ribs. 

15. Fracture of sternum. 

16. Possible droplet spread of infec- 
tion from one part of the lung to an- 
other or from a lung to the opposite side. 

17. Pulmonary hemorrhage. 

18. Hemorrhage from esophageal 
varix associated with portal hyperten- 
sion in cirrhosis of the liver. 

19. Hemorrhage from hiatus hernia. 

20. Bronchiectasis. 

21. Bronchospasm. 

22. Lowering of threshold of cough 
irritability. 

23. Mediastinal 
momediastinum). 


emphysema = (pneu- 
24. Spontaneous pneumothorax. 


25. Hiatus hernia or appearance of 


symptoms of previously latent hiatus 
hernia. 

26. Subcutaneous emphysema. 

27. Cervical hernia. 

28. Pseudohypertrophic emphysema. 

29. Strain on the right ventricle of 
the heart. 

30. Tussive syncope or its formes 
frustes. 

Detailed commentary on these items 
been the author's 


has presented in 


paper, “Cough Hazard.’’8 
Treatment 


Rational management of cough should 
be based on thorough assessment of the 
patient’s complaints and of the nature 
and cause of his disease. The fact that 
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physical examination is a vanishing art 
is reason for concern and apprehension. 
Regrettable mistakes in the treatment of 
cough which may result from omission 
of physical examination should serve as 
a warning to the conscientious physician. 

Unproductive cough may mean ab- 
sence of material to be expectorated as 
most often found in some of the diseases 
of the upper respiratory tract; early 
bronchitis; pulmonary fibrosis; pseudo- 
hypertrophic emphysema; bronchial 
asthma; neoplasms of the lung, medias- 
tinum, and other thoracic structures; 
and, also, various types of pleurisy. 
Productive cough is indicative of inflam- 
matory exudate which may result from 
infection and severe mucosal irritation 
or of pulmonary edema. Its common 
sources are bronchitis; bronchiectasis; 
lung abscess; infected cyst; and paren- 
chymal disease of the lung of bacterial, 
viral, protozoan, or parasitic origin. Pa- 
tients with left ventricular failure and 
pulmonary edema expectorate large 
amounts of colorless, occasionally pink, 
blood-tinged, foamy sputum. 

Cough Depressants. It is axiomatic 
that useless, unproductive cough should 
be suppressed. This rule is particularly 
binding in geriatric patients because of 
their slim margin of physical reserve 
and because they are vulnerable to com- 
plications. The drug of choice for this 
purpose is dihydrocodeinone bitartrate, 
which, I have found, has prompt anti- 
tussive action. It is a derivative of co- 
deine and is a habit forming drug. It is 
available in the form of tablets or syrup 
under proprietary names, such as Bi-Co- 
Tussin, Codone, Dicodid, Hycodan, Mer- 
codinone, Stodcodon, Paracodin, and 
Rapacodin. A number of preparations 
carry it in combination with other drugs. 
[ts dose is 5 to 10 mg. 

Codeine (methyl morphine) is the 
second best agent in this category. Its 
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analgesic effect surpasses that of dihy- 
drocodeinone bitartrate. It can be ad- 
ministered alone or in combination with 
expectorants, antihistamines, and anti- 
cholinergic drugs and is available in a 
large number of proprietary products. 
Elixir of terpin hydrate with codeine is 
a frequently prescribed mixture. Results 
from its administration may be disap- 
pointing unless one adjusts the dose ac- 
cording to the strength of its ingredi- 
ents. One dram of elixir of terpin hy- 
drate with codeine contains 11/, grains 
of terpin hydrate and 14 grain of co- 
deine. No satisfactory cough sedation 
can be expected unless from two to four 
drams of the mixture are given at a time. 

Noscapine, also known as narcotine 
and narcosine, is one of the alkaloids of 
opium, which was isolated first by Robi- 
quet in 1817. Although it equals codeine 
as a cough sedative, it has not been in 
much usage until recent years. Nosca- 
pine has no tendency to lead to drug 
addiction. Its dose is 30 to 60 mg. Drow- 
siness and headache are its possible side 
effects. It is given alone or in mixtures 
in| proprietary preparations, such as 
Nectadon, Consol, and Conar. 

In rare instances it may be expedient 
to prescribe Pantopon or Dilaudid. Pan- 
topon is a mixture of the purified hydro- 
chlorides of the alkaloids of opium in 
the same proportion as found in the 
seed capsule of opium poppy. It con- 
tains 50 per cent morphine hydrochlo- 
ride. The dose is 3 mg. Dilaudid (di- 
hydromorphinone hydrochloride) is a 
morphine derivative. Its dose is 0.5 to 
2 me. 

The use of morphine is rarely justi- 
fied. Its adverse influence upon the re- 
spiratory and cough mechanism, as a 
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rule, outweighs its benefits. It depresses 
the respiratory center too much, dimin- 
ishes the tone of the diaphragm, causes 
undue dryness of the bronchial mucosa 
by its inhibitory action upon the muco- 


sal glands, and may induce spasm of the 
smooth muscles of the bronchi and 
bronchioles and thus disturb bronchial 
peristalsis. Nevertheless, its administra- 
tion is considered permissible in the fol- 
lowing instances: inoperable tumors of 
the lung and mediastinum associated 
with uncontrollable pain, aneurysm of 
the aorta which is pressing on the tra- 
chea or bronchi, and certain cases of 
cardiac decompensation with excessive 
cough and respiratory distress. 

During recent years gratifying results 
have been observed from the use of 
synthetic cough sedatives. Benzonatate 
(Tessalon) is supplied in perls, each of 
which contains 100 mg. of the drug. 
Dose is 100 to 200 mg. Carbetapentane 
citrate (Toclase) is available in tablets 
of 25 mg. or in the form of syrup; the 
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dose is 25 mg. Caramiphen ethane di- 


sulphonate (Toryn) is given in form of 
tablets or syrup; the dose is 10 to 20 
mg. Dextromethorphan hydrobromide 
(Romilar, Methorate) is prescribed in 
doses of 30 mg., either as tablets (10 
mg. each) or syrup. Methadone (Dolo- 
phine, Adanon, Amidone) is available 
in tablets of 2.5 mg. or as syrup; the 
dose is 2.5 mg. Some of these drugs can 
be used to advantage in combination 
with other cough remedies obtainable 
in a large number of proprietary prepa- 
rations. 

When the cough is productive, the 
therapeutic motto should be to change 
strenuous, excessive cough into brief, ef- 
fective cough. This aim may well be des- 
ignated orthotussive regimen and con- 
sists of the following measures: (1) re- 
laxation of the spastic peribronchial and 
peribronchiolar smooth muscles, (2) 


GERIATRICS, OCTOBER 1959 








lic 
(3 
say 


pt 


ne 
of 

mi 
by 
tre 
asi 
wl 
de 
pa 
in 

lis 
ne 
m 
ch 

fol 
or 


CSC 


ex 
isc 
dr 
rac 
pe 
ep 
hy 
dr 
an 
su 
tic 
sh 
ep 
me 
th 
dr 
lin 
rel 
nis 
lat 
po 
br 
tis 


GE 











liquefaction of inflammatory exudate, 
(3) evacuation of the lower air pas- 
sages, and (4) sterilization of broncho- 
pulmonary areas of infection. 
Bronchorelaxant Drugs. Bronchospasm 
not only interferes with the evacuation 
of exudate but also causes dyspnea and 
may prevent the passage of drugs given 
by inhalation into the lower respiratory 
tract. In addition to allergic bronchial 
asthma, there are a number of diseases 
which 


with various 


degrees of bronchospasm. These include 


may be associated 
parenchymal, interstitial, and bronchial 
infections; fibrosis; congestion, embo- 
lism; pseudohypertrophic emphysema; 
neoplasms; bronchiectasis; cystic disease; 
migrating broncholiths; pathologic 
changes in collagen disease; and those 
following aspiration from the oropharynx 
or from the esophagus in patients with 
cardiospasm or diverticulum of the 
esophagus. 

Satisfactory therapeutic results can be 
expected from the use of epinephrine, 
isopropylepinephrine (Isuprel, Alu- 
drine, LPA:) 
racemic epinephrine hydrochloride, 2.5 


Norisodrine, Isonorin, 
per cent solution (Vaponefrin), phenyl- 
ephrine hydrochloride (Neosynephrine 
hydrochloride) , ethylnorepinephrine hy- 
drochloride (Butanephrine). Ephedrine 
and several ephedrine-like chemicals are 
suitable for inducing relaxation of spas- 
tic bronchi. Of this group, mention 
should be made of synthetic racemic 
ephedrine hydrochloride (Ephetonin), 
methoxyphenamine hydrochloride (Or- 
thoxine) and phenvlpropanolamine hy- 
drochloride —(Propadrine). 
line is a reliable and potent broncho- 


Aminophyl- 


relaxant. Corticosteroids, such as_pred- 
nisone, prednisolone, Meticorten, and re- 
lated preparations, are noted for their 
potent bronchospasmolytic influence in 
bronchial asthma and allergic bronchi- 
tis. I have observed good results from 
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the administration of anticholinergic 
drugs. 

Ex pectorants. When there is too much 
accumulation of mucopurulent inflam- 
matory products in the lung or their 
viscous, tenacious consistency results in 
troublesome, strenuous cough, expector- 
ants are prescribed so as to facilitate their 
liquefaction and effortless expectoration. 
In this category belong ammonium chlo- 
ride, ammonium carbonate, sodium cit- 
rate, saturated solution of potassium io- 
dide, sodium iodide, syrup of hydroiodic 
acid, syrup of ipecac, fluid extract or 
syrup of senega, antimony and potassium 
tartrate, creosotes and guaiacols, ben- 
zoic acid and sodium benzoate as well as 
terpin hydrate. Most of these drugs are 
available in the form of pleasantly fla- 
vored, palatable, and effective cough 
remedies. 

Since 19308 I have been using inhala- 
tion of a mixture of 5 per cent carbon 
dioxide and 95 per cent oxygen as an ex- 
pectorant. The inhalations are given 
tank with a reducing valve, 
through a BLB face mask, with a flow 


from a 


rate of 5 liters per minute for fifteen 
minutes, once, twice, or three times a 
day, depending upon individual require- 
ments. Inhalations may be given daily, 
with or without interruption, for months 
or for years. The effectiveness of carbon 
dioxide as an expectorant is attributable 
to the following factors: 

1. It is a respiratory stimulant and, 
consequently, induces increased respira- 
tory movements of the diaphragm and 
the chest wall which, in turn, cause 
stretching and dilation of the bronchi- 
al tubes. 

2. It stimulates the peribronchial and 
peribronchiolar smooth muscles to force- 
ful peristalsis. 

3. It liquifies mucopurulent exudate. 

This method is safe and efficacious. I 
want to emphasize, however, that there 
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cough and 
its management 


are strict contraindications to carbon di- 
oxide inhalations: 

1. Hypercapnia (as seen in pseudo- 
hypertrophic emphysema, extreme obes- 
ity, extensive acute bronchiolitis) . 

2. Pronounced hypertension. 

3. Coexistent hemorrhage  (pulmo- 
nary, esophageal, gastric) . 

4. Acute pleurisy. 

5. Laryngeal stricture. 

6. Origin of cough is outside of the 
lung. 

7. Pulmonary embolism. 

Liquefaction of inflammatory pulmo- 
nary exudate can be effectively aided by 
reducing its viscosity, changing it from 
thick to thin, with the administration of 
detergents and mucolytic digestants. Fa- 
vorable therapeutic response is obtain- 
able with the use of Alevaire. It is an 
aqueous solution of superinone (an oxy- 
ethylated tertiary octylphenol-formalde- 
hyde polymer) 0.125 per cent, in com- 
bination of sodium bicarbonate 2 per 
cent and glycerin 5 per cent. Preferably, 
inhalations of 10 cc. of Alevaire are 
given through a face mask connected to 
a nebulizer and an air compressor, an 
oxygen tank with reducing valve and 
flow meter, or an I.P.P.B. machine, at 
from three- to four-hour intervals dur- 
ing the waking hours for a few weeks. 
Therapeutic results can be greatly en- 
hanced by adding bronchorelaxant drugs 
and, when infection is present, antibiotics 
to Alevair. Similar technical and pharma- 
cologic principles apply to the use of 
Tergemist. It contains Tergitol (sodium 
2-ethylhexyl sulfate), 0.125 per cent, and 
potassium iodide, 0.1 per cent in water. 
From 12 to 25 cc. of Tergemist are ad- 
ministered by aerosolized inhalations at 


three- to four-hour intervals. Length of 
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treatment varies from one week to sev- 
eral months. 

Tenacious, heavy, adherent inflamma- 
tory exudate can be readily liquified by 
mucolytic agents of pancreatic and 
streptococcal origin. The usual method 
of administration of trypsin (Tryptar) 
is by dissolving 50,000 units of the crys- 
talline material in 1 cc. of Sorensen’s 
phosphate buffer solution or 100,000 
units in 2 cc. of the diluent. A stand- 
ard nebulizer is used for nebulization of 
the solution. Inhalations are given 
through a face mask. The patient is in- 
structed to inhale and exhale through 
the mouth. Also, inhalations can be 
given directly by having the patient hold 
the spout of the nebulizer between the 
teeth. Treatments are arranged consecu- 
tively for from four to eight days, with 
one or two inhalations daily. 

The routine recommended by Unger!* 
is helpful in increasing the benefits of 
this drug. Thirty minutes prior to aero- 
solization the patient receives 0.25 cc. of 
1:1000 epinephrine, and 0.75 cc. of a 
soluble antihistamine, such as Histadyl 
or Benadryl. Hot water mouth and 
throat gargles after inhalation are man- 
datory so as to remove deposits from the 
oropharynx in order to avoid irritation. 
Intramuscular injection of crystalline 
trypsin has been advocated by Silbert.™ 
Five mg. of lyophilized trypsin (Paren- 
zyme) are dissolved in 1 cc. of a 5 per 
cent denatured gelatin solution directly 
before injection. From one to five in- 
jections are given daily for a period of 
three to eight days. 

Desoxyribonuclease, an enzyme pre- 
pared from beef pancreas designated as 
pancreatic dornase (Dornavac) , is capa- 
ble of liquifying purulent exudates. It is 
administered by inhalation, 50,000 to 
100,000 units once to three times daily 
for a period of two to six days. Lyophil- 
ized pancreatic dornase is dissolved in 2 
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of sodium 
chloride immediately prior to the start 
of aerosolized inhalation. 


cc. sterile isotonic solution 


The enzymes, streptodornase and 
streptokinase, produced by streptococci 
are potent mucolytic agents which can 
be used for liquefying tenacious inflam- 
matory exudate in the lower air pas- 
sages. Recently their intrabronchial use 
has been supplanted by the administra- 
tion of buccal tablets. The proprietary 
preparation, Varidase, contains 10,000 
units of streptokinase and 2,500 units of 
streptodornase. The dose is one tablet 
four times daily for six days to six weeks. 

Adequate hydration of the patient, 
necessary, fluid 
intake, helps a great deal in facilitating 


whenever by increased 
expectoration. Inhalation of water vap- 
ors (“steam’’ inhalation) or constant 
humidification of the atmosphere in the 
patient’s room is useful in this respect. 
Drainage of the bronchi by the force of 
gravity (postural drainage) is often- 
times poorly tolerated by elderly pa- 
tients. It has been my experience that, 
in a great many such instances, satisfac- 
tory evacuation of the lower respiratory 
tract can be accomplished by keeping 
the patient in the lateral recumbent po- 
sition for short periods, changing fre- 
quently from one side to the other. In 
some instances, when the patient is ex- 
tremely debilitated or the cough mecha- 
nism insufficient for bringing about ex- 
pectoration, repeated catheter  aspira- 
tions of the trachea and bronchi may be 
called for. 

Intermittent positive pressure breath- 
ing (I.P.P.B.) is of value in the man- 
agement of certain types of strenuous 
cough not only because it provides 
oxygen, aerosolized bronchospasmolytic 
drugs, and antibiotics, should circum- 
stances require, but also because the air 
distal bronchial 


which is forced to 
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branches is compressed and serves as 
the expulsive medium of cough. Follow- 
ing the pioneering studies of Barach and 
his co-workers!4 on exsufflation with 
negative pressure, portable cough ma- 
chines have been developed (O.E.M.Cof- 
flator). Their use may be expedient in 
cases of severe tussive insufficiency, par- 
ticularly in individuals with serious im- 
the muscles 
(Parkinson’s disease, poliomyelitis, trau- 
ma) and also, postoperatively. 


pairment of respiratory 


Since 1931, it has been my experience 
that competence of cough can be sub- 
stantially improved by artificial pneu- 
moperitoneum in patients with pseudo- 
hypertrophic emphysema.$ With the in- 
jection of 500 to 600 cc. of air at weekly 
intervals, the abnormally low position of 
the diaphragm can be corrected and its 
ventilatory function restored. 

Rockey and his associates devised a 
new operation, tracheal fenestration, for 
this type of emphysema. It consists of 
a permanent tracheocutaneous fistula 
closed by skin valves. The patient is 
taught how to insert a catheter and as- 
pirate tenacious, viscous secretions from 
the trachea and right and left main 
bronchi. 

The following are additional meas- 
ures of importance in the management 
of cough. 

1. Treatment of the causative disease: 
antimicrobial and_ specific chemothera- 
py, with or without corticosteroids, hy- 
posensitization, prevention of aspira- 
tion, bronchoscopic removal of foreign 
bodies and inspissated mucous plugs, 
surgical intervention for benign and ma- 
lignant tumors, digitalis and diuretics 
for pulmonary congestion and edema, 
sedation. 

2. Training in efficient volitional ven- 
tilation. 


3. Physical exercise. 
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4. Adequate nutrition: correction of 
dietary deficiency. 


». Weight reduction in obesity. 


6. Abstention from smoking. 
Conclusions 
Competent management of cough in the 


eld 
ap] 


erly patient entails a three-pronged 
»roach: 


1. Specific drugs and measures should 


be 
of 


col 


be 


c 


used for handling the etiologic cause 
the disease which is the source of 
igh. 

2. Means for bronchocatharsis should 


selected with the purpose of facilitat- 


ing the self-cleansing function of the 
lung. 


¢ 


}. Combination of drugs and simul- 


taneous application of various methods 


are more likely to bring about salutary 


res 
pre 


as 


630 


. BICK E. M.: 


ults than a unitarian therapeutic ap- 
yach. 
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IN THE RABBIT CORNEA, the epithelium is least affected by the process 
of preservation, while the endothelium is most vulnerable. All three 
layers of rabbit cornea have been found to remain viable for up to 


approximately five weeks when stored in mineral oil at +-4° C. 


‘ 


Of freezing technics, the most satisfactory is storage in a 20 per cent 


glycerol and 80 per cent Hanks’ balanced salt solution without sodium 
bicarbonate at —45° C. This temperature is less harmful to the delicate 
endothelium than are lower temperatures. With this method, tissue re- 
mains viable for as long as nineteen weeks. 


In these studies, no growth was obtained from corneas dehydrated by 


the method of King. 


F. W. STOCKER, A. EIRING, R. GEORGIADE, and N. GEORGIADE: Evaluation of viability of 
preserved rabbit corneas by tissue culture procedures. Am. J. Ophth. 47: 772-782, 
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The indications for transfusions, as 
well as the current procedures and 
blood components used in the treat- 
ment of hemorrhage and anemia, 
are discussed as they apply in the 
practice of geriatric medicine. 


Blood 
transfusions 
in geriatric 
practice 


PAUL G. WEIL, M.D. 
MONTREAL, CANADA 


PAUL G. WEIL is director of the Transfusion 
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2 The indications for blood transfu- 
sions in the elderly are little different 
from those at other periods of life. The 
hazards are also similar. Nevertheless, 
there are certain peculiar features of 
diseases in older patients and other spe- 
cial circumstances which must be con- 
sidered in the hemotherapy of such pa- 
tients. 


Uses of Whole Blood 


Whole blood transfusions are used for 
the prevention and treatment of shock 
due to hemorrhage resulting from surgi- 
cal or accidental trauma or occurring 
spontaneously. Among the latter the 
most common cause is ulceration of the 
gastrointestinal tract. 

Hemorrhage due to blood dyscrasias 
—that is, hemophilia, thrombocytope- 
nia, afibrinogenemia—is rare among the 
elderly. However, hypoprothrombine- 
mia is a fairly common hemorrhagic 
disorder which may unmask itself and 
become troublesome at operation. Al- 
though prothrombin itself is well pre- 
served in ordinary bank blood, because 
one of the related factors of the pro- 
thrombin complex (factor V, labile fac- 
tor) is unstable in stored blood, it is 
advisable to administer fresh blood in 
cases in which there is bleeding associated 
with hepatobiliary disease and prolonged 
prothrombic activity. 

Anemia is one of the most common 
clinical and laboratory findings among 
patients in the older age group. It may 
be simply a late effect of operative 
blood loss—such as that from prostatec- 
tomy or mastectomy—inadequately re- 
placed. Much more frequently the ane- 
mia is a manifestation of chronic blood 
loss, a primary blood disease such as 
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pernicious anemia or leukemia, or im- 
proper diet. The many lesions of the 
gastrointestinal tract from hiatus hernia 
to hemorrhoids which may give rise to 
bleeding and anemia must always be 
given first consideration and an exami- 
nation of the stool, including a test for 
occult blood, never omitted. 

The prevalence of anemia from the 
“tea and toast diet” so popular with the 
elderly for a variety of socioeconomic 
reasons is not sufficiently appreciated. 
The chlorosis of Edwardian England 
would seem to have reappeared on this 
continent in geriatric guise, due to the 
same lack of iron. 

In many instances it is necessary to 
treat anemia, when it has become severe, 
with blood transfusions in addition to 
the less heroic measures of iron or vita- 
min B,, therapy. Repeated transfusions 
are part of the routine preoperative care 
of the anemic patient undergoing  sur- 
gery. They prolong the life of the pa- 
tient with chronic anemia of malignan- 
cy. Although life-saving at the other ex- 
treme of life for the treatment of hemo- 
lytic and other toxic processes, exchange 
transfusion so far has had no use in 


geriatric practice. 


Packed Cells 

in Treatment 

Except in cases where anemia is of sud- 
den onset and accompanied by a reduc- 
tion of plasma volume as well as red 
cell mass, such as in acute hemorrhage, 
it is seldom necessary to administer 
whole blood for the correction of ane- 
mia. Packed cells, the cellular compo- 
nent of blood remaining after removal 
of the plasma, are particularly useful in 
the treatment of anemic patients with 
low cardiac or renal reserve who may be 
on the brink of congestive failure and 
edema. ‘They have the advantage over 
whole blood in correcting anemia with- 
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out increasing circulating blood volume 
with superfluous plasma. 

Elderly patients requiring massive 
transfusions because of their low cardi- 
ac reserve may be precipitated into mild 
or even severe congestive failure with 
pulmonary edema during or after the 
transfusion. It should be remembered 
that every unit of whole blood contains 
approximately 25 per cent diluent of 
dextrose and sodium citrate. The water- 
retaining properties of the sodium con- 
tained in transfusions of large amounts 
administered over a short period may 
assume significant proportions in terms 
of circulatory overload. ‘To circumvent 
this, it is now customary to substitute 
one unit of packed cells in every three 
or four units of whole blood adminis- 
tered as a single continuous transfusion. 


Platelet Infusions 


‘The infusion of platelet concentrates has 
been advocated for the treatment of 
hemorrhage due to thrombocytopenia. 
However, recent evidence indicates that 
the use of such concentrates may quickly 
induce a refractory state so that subse- 
quent infusions are without any effect, 
presumably because of the development 
of platelet antibodies. ‘Thrombocytope- 
nia described in association with mas- 
sive bleeding is now considered to be a 
reflection of transfusion of old bank 
blood in which the platelets have disin- 
tegrated rather than bone marrow ex- 
haustion. 

In cases where platelet deficiency is 
due to amegakaryocytopenia, platelet in- 
fusion, either as fresh whole blood or as 
concentrate, is indicated. In other forms 
of thrombocytopenia, high doses of cor- 
tisone may render such infusion un. 
necessary.! 

Plasma 
Fresh frozen plasma—that is, plasma 


separated from freshly drawn blood im- 
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mediately frozen and stored in the fro- 
zen state until needed—finds its greatest 
field of usefulness in the treatment of 
Not 


globulin but other labile globulin fac- 


hemophilia. only antihemophilic 
tors involved in the coagulation process, 
chiefly accessory prothrombin factor V, 
are thus prevented from deterioration. 

As already mentioned, excessive 
bleeding at operation in elderly patients 
with chronic hepatobiliary disease is 
often due to a deficiency of prothrom- 
bin and related coagulation factors. ‘To 
control bleeding, it may be necessary to 
use fresh frozen plasma as well as fresh 
whole blood in such patients because of 
their content of labile factor. 


Fibrinogen 


The developmeni of a bleeding tendency 
due to hypofibrinogenemia is rarely en- 
countered except in certain obstetrical 
conditions, and in operations on the 
lungs, prostate, and pancreas. ‘The uter- 
us, lungs, pancreas, and prostate are 
rich in their content of a fibrinolytic en- 
zyme which under certain circumstances 
becomes activated and leads to the dis- 
solution of the fibrin clot in the bleeding 
site during delivery or operation. 

No amount of blood will suffice to 
stop bleeding because the content of 
fibrinogen is too low in bank blood. In 
order to raise the level of fibrinogen in 
the patient’s blood, it is necessary to in- 
fuse reconstituted fibrinogen. In opera- 
tions on the organs mentioned, bleeding 
which is excessive, along with failure of 
the shed or drawn blood to clot, should 
be suspected as due to hypofibrinogene- 
mia. 

In the preparation of fibrinogen from 
plasma separated from bank blood, the 
virus of serum jaundice, if present in the 
original blood, will also be present in 
the fibrinogen as it is carried down with 
this fraction during its preparation. For 
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this reason, fibrinogen should not be ad- 
indications 
for its use are present. If it is found to 


ministered unless absolute 
be necessary to infuse fibrinogen as well 
as whole blood to control hemorrhage, 
it may be helpful to give gamma globu- 
lin prophylactically. 


Blood Substitutes or Plasma Expanders 


The substances in common use for the 
treatment of hemorrhagic 
shock to expand blood volume until 


emergency 


whole blood can be made available are 
plasma itself, its albumin fraction, dex- 
tran, polyvinyl pyrollidone (PVP), and 
gelatin solutions. Their use in the aged 
does not differ from that in other age 
groups. However, dextran, because of its 
potentiality of inducing a bleeding tend- 
ency when used in amounts over 1,000 
cc., must be used cautiously.? 

In conclusion, it is well to repeat and 
emphasize some well established princi- 
ples of treatment. On the one hand, be- 
cause of the diminished cardiac reserve, 
the sequence of events of circulatory 
overloading, left ventricular failure, and 
pulmonary edema caused by overtrans- 
fusion must be guarded against. The de- 
velopment of acute renal failure second- 
ary to inadequately treated shock must 
also be avoided. 

The disturbances in the coagulation 
mechanism, the conditions in which they 
may occur, and their definitive treatment 
with fresh blood or plasma or various 
blood components have been stressed. 

Finally, the importance of the usual 
precautions to prevent incompatible and 
other transfusion reactions apply with 
equal force in the transfusion treatment 
of geriatric patients. 
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Psychologic 
and 
physiologic 
aspects 

of geriatric 
anesthesia 
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Any anesthetic agent and any meth- 
od of administration that is satis- 
factory in the young may be used in 
the old. The latter must be handled 
with greater care because of psy- 
chologic and physiologic changes 
with age. The emotions associated 
with surgery play an important role 
in geriatric patients and must be 
taken into account by anesthetists. 
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sor of physiology and research professor 
of anesthesiology, Temple University 
School of Medicine. 
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HM Stephen has stated that any anes- 
thetic agent or combination of anesthet- 
ic agents, administered by any method or 
combination of methods that is good at 
all, will be good for old people.t The 
same opinion has been expressed by 
Hale, who stated that age alone imposes 
no absolute contraindications to the use 
of any one anesthetic agent or method 
of administration of anesthesia.2 Many 
other authors, to whose reports individ- 
ual references will not be given, have 
expressed the same opinion. 

Since any agent or method which can 
be safely used in a young individual can 
also be used satisfactorily in the geriatric 
patient, what are the main differences to 
be kept in mind? The first difference is 
that the older patient requires smaller 
doses of sedatives, lighter planes of anes- 
thesia, and smaller amounts of muscle 
relaxants than the younger patient. A 
second difference is that even greater 
care in induction and maintenance of 
anesthesia is needed in older patients, 
since they are more “tender” than the 
young. Furthermore, the geriatric pa- 
tient differs not only psychologically, 
but also physiologically, from the young- 
er patient. His mind has had to adjust 
to changes which age imposes, and _ his 
body has been subjected to stress and 
strain for many years. 

Psychologic Differences 

Some of the psychologic differences be- 
tween the old and the young will be 
pointed out. The first deals with work. 
If the old person is still physically able 
to work and fortunate enough to have 
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the opportunity to work, this difference 
does not exist. Otherwise, the older per- 
son has lost one of the greatest sources 
of gratification in life and may feel use- 
less? and lose his self-esteem.4 Even if he 
must give up physical work he should 
continue mental work. If he continues to 
have intellectual interests, his capacity 
for understanding things, his ability to 
reason, and his power of judgment seem 
to remain at a fairly constant level,® de- 
spite the ravages of age on his body. 

A second difference is the tendency of 
the old person to “live in the past.” ‘This 
is surely true if he is unhappy in the 
present and has no bright future to look 
forward to. To avoid this situation, he 
should attempt to remain alert and pli- 
able and to develop new interests, de- 
spite his age. 

A third psychologic difference which 
is sometimes noted is the tendency of 
the old person to isolate himself because 
of impaired hearing. Some elderly peo- 
ple refuse to wear a hearing aid, even if 
this device can correct the defect. When 
life 
more and more narrow, and the geri- 
feels “‘left Many 
deaf people are unhappy because when- 


this situation is present, becomes 


atric individual out.” 
ever they see other people talking and 
looking in their direction they consider 
themselves the topic of conversation. If 
deaf people can develop an interest in 

2, 


lease on life. 


lip reading, they sometimes take a new 

A fourth difference is the tendency for 
the instinct of self-preservation to become 
dominant in the old person and make 
him much too aware of himself. When 
this happens, he loses his concern for 
others and becomes unbearably self-cen- 
tered. He distorts reality and exaggerates 
each of his ailments and pains, be they 
real or imagined. He becomes a “bore” 
since he can never cease talking about 
his pains, and other people actually shun 
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his company. However, this tendency is 
not strictly limited to the occasional geri- 
atric patient, for there are rare individ- 
uals among the younger generation who 
possess this same tendency. 

A fifth psychologic difference is one 
which is more serious from the stand- 
point of anesthesia. This is the depressed 
patient encountered from time to time 
who looks forward to the operation as 
a way “out.” Such a patient hopes that 
he will never waken from the anesthetic, 
for he looks upon death as a release 
from loneliness and other problems of 
old age, such as being a burden to his 
relatives or being unwanted. His living 
conditions may be uncongenial, his in- 
come may be very limited, and he may 
have little or his life. 
Each of us, at any age, needs to love and 


no affection in 


be loved and to feel important to some- 
one. Otherwise, there is no will to sur- 
vive, and this attitude presents a difficult 
problem to the anesthetist. 


Effects of Emotions on Bodily Functions 


There are other psychological differences 
between the old and the young, but they 
will not be presented here. Instead, a 
few facts about the effects of emotions 
on the bodily functions will be men- 
tioned. These apply to the young as well 
as to the old. We all know that emotion- 
al states are accompanied by changes in 
heart rate, blood pressure, activity of the 
gastrointestinal tract, and salivary secre- 
tion, but we are just beginning to realize 
that somatic effectors or skeletal muscles 
are likewise affected by emotions. We 
shall consider the anatomical 
ships involved in expressing emotion. 


relation- 


As afferent impulses come into the 
central nervous system from various re- 
ceptors, they travel together until they 
reach the medulla. From here on each 
pathway divides. Some impulses go di- 
rectly to the thalamus by way of the so- 
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called classical or primary pathways. In 
the thalamus they are regrouped ac- 
cording to modality and then relayed 
to specific sensory cortical areas, where 
they give rise to sensations of touch, heat, 
cold, muscle sense, and so on. Other im- 
pulses depart from the classical pathway 
by means of collaterals and enter the 
reticular formation of the brain stem. 
These are “reworked” in some way in 
the reticular formation and then relayed 
to all parts of the cerebral cortex, where 
they give rise to the alerting reaction, 
shown by the electroencephalogram. It 
is these secondary impulses which give 
meaning to the sensations experienced 
in the specific sensory areas. Some of the 
impulses from the reticular formation 
reach the so-called visceral brain or limb- 
ic lobe of the cerebral cortex.6 This is 
the primitive cortex of the old brain and 
includes the gyrus cinguli, isthmus, hip- 
pocampal gyrus, and uncus. 

Not only do impulses pass from the 
reticular formation to the cerebral cor- 
tex, but they also pass from the cere- 
bral cortex back to the reticular forma- 
tion. It is those from the limbic lobe 
especially which seem concerned with 
the emotions. They flow downstream to 
the hypothalamus and to the facilitatory 
and inhibitory areas of the reticular 
formation. 

From the hypothalamus, impulses are 
sent on to the visceral efferent or auto- 
nomic division of the nervous system, 
which controls smooth muscle, cardiac 
muscle, and exocrine glands, and _pro- 
duces the well-known changes listed 
above, but other impulses from the re- 
ticular formation reach the somatic effer- 
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ent neurons and influence their rate of 


discharge. The end result is a change in 
tone and activity of the skeletal muscles 
of the extremities, respiratory system, 
and face. These changes in tone and con- 
traction of skeletal muscles during emo- 
tional episodes are just as much a part 
of the physiology of emotion as the 
changes in heart rate and blood pressure. 
In addition to changes in visceral and 
somatic effectors, there are signs of emo- 
tional arousal in the cerebral cortex. 
The entire body, literally, is involved in 
expressing emotion. The action poten- 
tials in skeletal muscles give as objective 
a measure of the extent of the emotion 
as changes in heart rate or blood pres- 
sure.? 

Some of the endocrine glands are ac- 
tivated during an emotional crisis, as 
well as during other types of stress. 
When impulses are discharged from the 
hypothalamus to the autonomic system, 
some of them, from the thoracolumbar 
division, supply the adrenal medullae 
and cause a production of epinephrine. 
This is a reciprocal relationship. The 
nerve impulses increase the output of 
epinephrine, which, in turn, has the 
same effect as further stimulation of the 
thoracolumbar nerves. ‘The epinephrine 
reinforces and prolongs the effect of the 
sympathetic stimulation. 

When the hypothalamus is stimulated 
it not only discharges impulses, but also 
releases a neuroendocrine substance, the 
nature of which is unknown at present. 
This material reaches the anterior lobe 
of the pituitary gland by way of a special 
blood supply between the hypothalamus 
and pituitary, called the “portal” sys- 
tem. When the substance reaches the 
anterior pituitary, it stimulates the pro- 
duction of ACTH. This, in turn, enters 
the blood stream and is transported to 
the adrenal glands, where it stimulates 
the cells of the adrenal cortex to increase 
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the production of steroids, especially of 
the corticoid type. This increased pro- 
duction of corticoids is one of the main 
responses to any type of stress, whether 
it be an emotion, anesthesia, or surgery. 
The inter-relationships between the 
nervous system and endocrine glands are 
very confusing at present, as are the func- 
tions of the reticular formation, but in- 
tensely interesting. This new field of 
investigation, which involves the rela- 
tionships between cortical functions, re- 
ticular formation, anesthesia, drug ac- 
tion, and emotions, is called psychophar- 
macology. It is becoming increasingly 
important in the study of sedatives, the 
anesthetic state, and psychiatry. 


Physiologic Changes with Age 


Because the older person has been sub- 
jected to stress and strain for many years, 
his resistance to adverse conditions is 
lower and, all in all, he needs to be 
handled very gently. 

Heart. The aged heart possesses less 
reserve and less ability to adjust to stress 
than the young heart. Coronary sclerosis 
is frequent, and there is usually some 
atrophy of the myocardial fibers. The 
heart muscle is 
rhythmias. The 


more susceptible to ar- 
cardiac output is less 
than it is in the young, and there is less 
ability to increase it during periods of 
stress. 

If the patient experiences fear, anxiety, 
or pain, the adrenal medullae increase 
their output of epinephrine and the ef- 
fects are the same as if one injected 
epinephrine or produced widespread 
stimulation of the sympathetic (thora- 
columbar) division. Tachycardia is one 
of these effects, and, in particularly sus- 
ceptible hearts, it can progress to ar- 
rhythmias and even to ventricular fibril- 
lation. Cardiac arrest is reported to be 
20 to 30 times as frequent in the aged as 
in the young patient.§ 
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Blood Pressure. Degenerative arterial 
disease is frequent in geriatric patients. 
This means that the elastic tissue is re- 
placed by fibrous tissue as one grows 
older. ‘The systolic blood pressure tends 
to be high, and the peripheral resistance 
is high. The circulation is slower, and it 
takes a longer time for drugs to exert 
their effects. The circulatory system loses 
its compensatory power, just as does the 
heart, and there is a narrow range of 
adaptation to stressing situations. 

Hypotension should be avoided for 
two main reasons. The first is the danger 
of thrombosis. It is easy for this to occur 
when the rate of blood flow is slow and 
the pressure low, since the blood tends 
to stagnate. The second reason is that 
during hypotension the supply of oxygen 
and food to vital organs is curtailed and 
waste products accumulate in the tissues. 
The tissue fluid which lies between the 
blood in the capillaries and the cells of 
the tissues is not freshened as it should 
be. 

The cortical cells of the brain may 
easily be damaged during periods of hy- 
potension, and, although the patient sur- 
vives the operation, he loses his ability 
to use his brain. He never regains con- 
sciousness, even though he may continue 
to live for months. In other cases, as a 
result of hypotension, the liver and kid- 
neys lose their ability to carry out their 
respective functions properly and, al- 
though the patient survives the opera- 
life terminates due to 
anuria and accumulation of waste prod- 


tion, his soon 
ucts or uremia. 

Hypertension should likewise be avoid- 
ed. The principal danger in this situa- 
tion is intracranial hemorrhage or stroke. 
It is a very sad experience to find that 
a stroke has occurred during the period 
of anesthesia? and the patient who could 
walk and talk before the operation can 
do neither afterward. 
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Blood Volume. Vhe blood volume of 
the geriatric patient is likely to be low. 
This may lead to disturbances in both 
fluid and electrolyte balance and increase 
the patient’s susceptibility to hemor- 
rhage.® Low blood volume is not the 
anesthetist’s responsibility, but it can 
make the task more difficult and a great- 
er risk, as it favors acidosis. The anes- 
thetist should see to it that the blood 
volume is brought to normal by those 
whose responsibility it is. 

Anemia. Anemia is common in elderly 
patients, and the anesthetist has every 
right to demand that this be corrected 
before the anesthetic is administered. 

Skeletal System. There may be deformi- 
ties and arthritis which make positioning 
dificult. The bones may fracture easily. 
The full cooperation of the patient is 
essential and the anesthetist may need 
to put forth more effort and care than 
usual in accomplishing the desired re- 
sult for the surgeon. 

Respiratory System. The respiratory 
system undergoes many changes with age. 
There is likely to be rigidity of the tho- 
racic cage due to calcification of the cos- 
tal cartilages.!° The lung shows an in- 
crease in fibrous tissue with correspond- 
ing loss of elasticity. 

Senile emphysema is often present and 
the alveoli may be dilated and many 
alveolar septae ruptured. There is de- 
creased permeability of the alveolar mem- 
branes, and this is responsible for the 
longer induction and recovery periods. 
The bronchioles are narrowed, and the 
intrapulmonary mixing of gases is in- 
efficient. This favors both hypoxia and 
hypercarbia and geriatric patients are 
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highly susceptible to both of these con- 
ditions.14 

There is decreased vital capacity and 
total lung capacity. The ratio of residual 
air to total lung capacity rises progres- 
sively as one ages, which means that 
ventilation becomes more and more in- 
adequate. 

The depression of the respiratory cen- 
ter due both to preanesthetic medica- 
tion and anesthetic agents causes more 
difficulty during anesthesia than one finds 
in young patients, especially in adverse 
surgical positions. It is usually impera- 
tive to assist or control respiration to in- 
sure satisfactory ventilation, as the re- 
spiratory center is too depressed for 
adequate spontaneous respiratory move- 
ments. One of the most important duties 
of the anesthetist is to make sure that 
ventilation is adequate in order to pre- 
vent damage to the brain, heart, liver, 
and kidneys from hypoxia. 

Central Nervous System. There are 
many changes in the nervous system with 
age. The cerebral blood vessels show 
sclerotic changes, the vascular resistance 
of the brain is increased, and the cere- 
bral blood flow is slower. Because of this, 
the geriatric patient is slower to under- 
stand directions and to comply with re- 
quests. The decline in memory so prev- 
alent in the aged may be attributed to 
the fact that the brain receives less oxy- 
gen as its circulation slows. The metabo- 
lism of the brain tissue is less active than 
in the young.® 

The Kidneys. The kidneys become less 
efficient as one grows older. ‘The renal 
blood flow is reduced, glomerular filtra- 
tion is decreased, and function of the 
distal tubules is impaired. When one is 
subjected to hypoxia, oliguria or even 
anuria results. Due to the various changes 
in the kidneys with age, the elimination 
of drugs is slower and their effects last 
longer than in younger patients. 
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Conduct of Anesthesia 


The psychologic and physiologic infor- 
mation which is available about the geri- 
atric patient should be used as a guide 
by the anesthetist. The following sug- 
gestions are offered to the anesthetist 
who deals with geriatric patients. Some, 
of course, will apply equally well to 
young patients. 

Preoperative Visit. It is imperative to 
make a preoperative visit. Although the 
importance of this has been recognized 
for a long time! it is still omitted in 
some hospitals. The anesthetist should 
introduce himself and should call the 
patient by name. He should outline and 
explain the procedure, induction, main- 
tenance, and emergence in the recovery 
room. The patient should be told that 
“store” teeth, glasses, and hearing aid 
must be left behind. The patient should 
be permitted to ask questions, and the 
anesthetist should try sincerely to an- 
swer them, no matter how foolish they 
may seem. The apprehensions and fears 
are very real io the patient. The ap- 
proaching operation is a tremendously 
important event and may be a frighten- 
ing experience. 

It is the duty of the anesthetist to see 
that the patients come to the operating 
room just as well prepared psycholog- 
ically as they are medically. If the pa- 
tient has incorrect ideas, this is the time 
to try to correct them tactfully. The pa- 
tient should be made to realize that the 
anesthetist knows what he is doing, that 
he cares how the patient feels, and what 
he thinks about anesthesia. He should 
be treated as an individual, and not just 
another case. If the patient is foreign 
and does not understand readily, the 
anesthetist should try especially hard to 
get the information across. Lay terms 
should be used in case the patient does 
not understand medical terms. 
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The patient must be assured that the 
operation will not be begun until he is 
ready from the anesthetic standpoint. 
Suggestions should be given about going 
to sleep, relaxing, and awakening. 

During a successful preoperative visit 
the anesthetist should allay many of the 
fears and anxieties of the patient, inspire 
his confidence, and make him willing to 
entrust the safety of his life to the anes- 
thetist. The latter may have to suggest 
reasons why the patient should want to 
survive if he notes the definite wish to 
die or even an attitude of indifference to 
life and death. This is a big responsi- 
bility, but often no one else makes it 
his concern, and if the anesthetist does 
not do it the patient will not be proper- 
ly prepared psychologically. In this in- 
stance, ‘an ounce of prevention” is worth 
several pounds of cure. 

Preanesthetic Medication. The pre- 
anesthetic medication should be given 
earlier than to young patients, since ab- 
sorption is slower and a longer time is 
required for drugs to exert their effects. 
Unless the patient has been properly 
prepared psychologically the preanes- 
thetic medication may not have the de- 
sired effect. 

Induction. During induction each step 
of the procedure should be announced 
quietly to the patient, even if he is con- 
fused because of the preanesthetic medi- 
cation. The anesthetist should continue 
to explain things until consciousness is 
lost, so the patient will not be taken by 
surprise and upset emotionally. 

The anesthetist has a right to be the 
master of the conduct in the operating 
room during induction. There is one 
group of patients who are particularly 
hard to handle. This group, which in- 
cludes business executives, physicians, 
nurses, and teachers, is accustomed to 
being in command, always telling others 
what to do and seldom, if ever, submit- 
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ting their will to others. Pampered in- 
dividuals are difficult to manage, as they 
are so used to having their own way. 
Undisciplined people and those with 
poor moral control are said to be anes- 
thetic problems." 

Maintenance. During maintenance an 
attempt should be made to keep vital 
functions as normal as possible, watch- 
ing the blood pressure and pulse closely 
and either assisting or controlling the 
respiration, as occasion demands. No 
person or event should take the attention 
of the anesthetist from the responsibility 
at hand. Surgeons should be informed at 
once of any important change in the 
vital functions of the patient. The anes- 
thetist is a very essential part of a team, 
the members of which are working to- 
evether as a unit to save the life and to 
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improve the health of the patient. 

Emergence. The patient should have 
been told during the preoperative visit, 
and again during induction, about 
awakening in the recovery room. 

Postoperative Call. There should be a 
postoperative visit by an anesthetist, 
during which he listens to the comments 
of the patient and answers questions 
which may arise. Such a visit can be 
very informative and may enable the 
anesthetist to avoid making the same 
mistakes over and over again. 

The psychologic outlook is as impor- 
tant as the physical and material needs 
of the patient. The anesthetist more than 
anyone else can help the patient to con- 
trol his emotions with respect to  sur- 
gery.) A “humane” approach is essen- 
tial, especially in geriatrics.'6 
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CIVIL AND RELIGIOUS AUTHORITIES Insist that the unity of the family must 


be preserved, young and old living together to a greater extent, so that 


egotism and hard hearts are no longer passed on as a heritage. Grand- 


parents are meant to have grandchildren around them; they get along 


5 


well together and both take small steps. ‘They have much time and can 


talk together and listen. 


. 


Denmark: Portrait of a healthy country. World Health (July-August): 30, 1959. 
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Aortic 
thrombosis and 
aneurysms In 
mentally sick 
patients 

over 60 


GEORGE S. STRASSMAN, M.D. 
WALTHAM, MASSACHUSETTS 


Adherent aortic thrombi, with or 
without aneurysms impairing the 
blood supply of the mesenteric, re- 
nal, or iliac arteries, were frequent- 
ly discovered at autopsy in a series 
of elderly subjects from a hospital 
for the mentally ill. Attention 
should be given to the high inci- 
dence of this disease in elderly 
mentally sick patients, since a suc- 
cessful surgical treatment may be 
possible in cases diagnosed early. 


GEORGE S. STRASSMAN is pathologist at the 
Metropolitan State Hospital, Waltham, 
Massachusetts. 
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HB Occlusive vascular disease of the 
lower abdominal aorta, also called Le- 
riche syndrome, is not a rare disease in 
elderly people, as was formerly be- 
lieved.!18 Callow emphasized the insidi- 
ous process of this disease and the fact 
that it remains silent for a long period.* 
It develops in connection with atheroma- 
tosis of the aorta and is associated with 
plaques, calcifications, and ulcerations. 
Alarming symptoms occur only if the 
blood supply of organs, such as the in- 
testines and kidneys, or the lower ex- 
tremities, becomes partially or totally 
impaired. The disease may also occur 
together with atherosclerotic aneurysms 
of the aorta or iliac arteries. Surgical 
treatment, resection, and grafting of the 
occluded part of the aorta have been 
successful in cases of early diagnosis.'!" 


Material 


From 1954 to 1957, 204 autopsies were 
performed on 105 women and 99 men; 
10 female patients were under 60, and 
25 males were under this age. In both 
groups of patients over 60, the _pre- 
ferred site of the atheromatous plaques, 
calcifications, and ulcerations in connec- 
tion with adherent thrombi was the area 
above the bifurcation. However, thrombi 
were also found in other parts of the 
thoracic or abdominal aorta and at the 
arch, though they were rarer in the as- 
cending part. Gross appearance and mi- 
croscopic examinations proved that ap- 
parently the adherent clots had been 
present for a long time. Inflammatory re- 
action and hemosiderin formation were 
observed in the wall. 


641 








Atherosclerotic aneurysms were not 
as frequent as aortic thrombi without 
aneurysms. However, if aneurysms were 
present, they were often multiple and of 
considerable size and filled with large 
blood clots. Thrombi and aneurysms de- 
veloped independently of the nutritional 
state of the patient, since they were ob- 
served in obese and emaciated patients 
of both sexes. 

If the thrombi had occluded the ori- 
fice of the superior or inferior mesen- 
teric artery to any extent, mucosal hem- 
orrhages of smaller or larger parts of 
the intestines developed, leading in ad- 
vanced cases to diffuse bleeding into the 
intestinal tract, necrosis of the wall, and 
beginning peritonitis. 

Bleeding into the gastrointestinal tract 
was a most common finding in the elder- 
ly mentally sick patients. The aortic or 
mesenteric thrombosis was one of the 
reasons. Other causes were acute peptic 
ulcerations of lower esophagus, stom- 
ach, or duodenum; bleeding chronic 
peptic ulcers; or mechanical intestinal 
obstruction with rapid fatal course. 

If the thrombus extended into one o1 
both renal arteries, renal infarctions, 
with destruction of large parts of the 
kidney and uremia, were also observed. 
These were rarer than the intestinal in- 
farctions. Also infrequent were begin- 
ning gangrene of one or both legs 
through extension of the thrombi into 
the iliac arteries. The same symptoms 
occurred in connection with atheroscle- 
rotic aneurysms. In a few instances, sud- 
den death resulted from rupture of 
these aneurysms by fatal hemorrhage 
into abdominal or chest cavities. 

During 1958, 65 autopsies were per- 
formed with a similar distribution in re- 
spect to age and sex as in the preceding 
years and with a slight prevalence of the 
higher age groups in females. The fact 
that more males under 60 were autop- 
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sied than females is explained by the 
higher mortality in men because of cor- 
onary disease in the age under 60 and to 
the fatalities resulting from delirium 
tremens and hepatic coma. 


Discussion 


At the present time, about one-third of 
all patients in the mental state hospitals 
in the United States are over 60 years of 
age. The mortality rate is much higher 
in these elderly patients, who suf- 
fer frequently from cardiovascular dis- 
ease and do not react favorably to anti- 
biotics if acute infectious diseases devel- 
op. Atherosclerotic changes of the ab- 
dominal aorta, ulcers, plaques, and ad- 
herent thrombi are common findings in 
these patients, in both sexes and in well 
and poorly nourished patients. ‘These 
thrombi are apparently silent for a long 
time, producing no symptoms. Their 
preferred site, with or without aneurysm 
formation, is the area above the bifur- 
cation. However, they occur also in 
other areas, not only of the abdominal 
but also of the thoracic aorta. 

It has been stressed that the forma- 
tion of the thrombi is an insidious, slow- 
ly progressing process. Symptoms devel- 
op if the blood supply to the branches 
of the aorta and the mesenteric, renal, 
and iliac arteries is slowed down, im- 
paired, or interrupted.'!* 

Early diagnosis and successful surgi- 
cal treatment of the occlusive disease 
have been reported. ‘The incidence of 
this disease may not be higher in men- 
tally sick patients of the older age group 
than among people of the general popu- 
lation of the same age groups. The rea- 
sons it has been discovered so frequent- 
ly at autopsy in elderly mental patients 
are that (1) 80 per cent of autopsies 
were performed on patients over 60 and 
that (2) the mental disturbances of the 
patients made a diagnosis of symptoms 
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due to aortic thrombosis so difficult dur- 
ing life. It seems important, however, to 
emphasize the frequency of the occlu- 
sive vascular disease of the lower ab- 
dominal aorta in elderly mentally sick 
patients. 


From the laboratory of the Metropolitan State 
Hospital, Waltham, Massachusetts. This paper 
was read at the eleventh annual meeting of the 


Gerontological Society, Philadelphia, November 


6-8, 1958. 
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FIVE-YEAR SURVIVAL rates of patients with squamous cell carcinoma of 
the floor of the mouth are approximately 46 per cent, regardless of 
treatment. Treatment of 102 patients from 1945 through 1954 at the 
Mayo Clinic, Rochester, included excision or electrocoagulation plus 
radium, radon, or external irradiation either as combined or composite 
operations. Radical removal of primary lesions with observation of 


cervical regions may be as effective as composite or prophylactic dissec- 
tion of the neck. Only 9 per cent of cervical nodes contained metastatic 
lesions after prophylactic dissection, whereas 35 per cent of the nodes 


considered metastatic were found to be uninvolved. 


J. B. ERICH and L. Vv. KRAGH: Treatment of squamous cell carcinoma of the floor of 


the mouth. Arch. Surg. 79: 106-111, 1959. 


GERIATRICS, OCTOBER 1959 


643 











644 





Sailors Snug Harbor 
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HM Sailors’ Snug Harbor, which has 
been the last “port after stormy seas” 
for more than 9,000 ancient mariners, 
stands on the leeward side of Staten Is- 
land, its grounds running right to the 
banks of Kill van Kull where commer- 
cial boats ply the Jersey docks. A little 
beyond are the Statue of Liberty, ship- 
busy New York Harbor, the Richmond 
ferry slips, and Coney Island. Farther 
out—but still in sight of the Harbor—is 
the Atlantic. 

What this means to the men living 
here is, simply, a continued connection 
with the central force in their lives: 
their careers on, and their love for, the 
sea. As one aged but active resident said, 
“If I had a million dollars, I wouldn't 
live anywhere but here.” 

Oddly enough, the founder of the 
Harbor did not envision this location. 
Robert Richard Randall, a retired sea 
captain himself, left the bulk of his es- 
tate to found “an asylum, or Marine hos- 
pital,” for the support of “aged, decrep- 
it and worn-out sailors.’ He intended it 
to be built on his 2l-acre farm in Man- 
hattan. 

The first trustees, with more wisdom 
than even they knew, ignored this pro- 
vision so they could use the farm as a 
source of revenue. Those 21 acres, lo- 
cated along Fifth Avenue near Green- 
wich Village, have been reduced to 15, 
but their current assessed value is be- 
tween 10 and 20 million dollars. 


View from the grounds showing Staten Island 
ferry slips, and the ever present ocean beyond. 
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Keeping busy “is what keeps me from losing what little sense I have left,” 
says Captain Brett, 86, who uses Harbor woodshop to refinish a cabinet 


27> 


from the original 1833 furnishings. Cautioned to take it easy because of his 
age and health, he says “I have to keep interested.” 


Sailors’ Snug Harbor 


To former seafaring men who never 
really stop being sailors, the Harbor 
offers other, intangible assets: privacy, 
independence, the opportunity to retain 
individuality, and the companionship of 
men with a common language and a 
common passion. 

Each man is called Captain regardless 
of his former station. Staff members al- 
ways add the last name, to avoid the 
anonymity of the title alone (for like 
most old people, old sailors can be high- 
ly sensitive). Each man has his own pri- 
vate room (except a few who prefer to 
share with a special crony). Each buys 
his own clothes, furnishes and decorates 
his room, uses his leisure as he wishes, 
and goes anywhere anytime. Most of 
them have some income from pensions 
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and union benefits, but those who do not 
are provided with everything from socks 
to sealing wax. 

“It’s just the opposite here from the 
outside,” one man said. “Here if you 
have money, you use it to meet personal 
expenses or incidentals. If you have no 
money, everything is given to you.” 

When the Harbor opened its doors in 
1833, the rigors of sea life made men 
“decrepit and worn out” with stunning 
speed; the average age on admission 
was about 30. Now it is 70, although 
some men enter disabled as young as 40. 
The only requirements for admission 
are service at sea and inability to con- 
tinue working. Those who are able, how- 
ever, are allowed to earn some money 
doing work on the grounds. 
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Necessities such as a shave are provided, 
at about half the prevalent prices. This man 


takes his, not in the regular barbershop, but 
at a sunny seaside window. 


In one of the halls, or saloons, of the 
main building, Captain Sherry looks 
out across the lawns to the sea. 


While many of the present 310 resi- 
dents are still unusually active, all the 
common psychologic and medical prob- 
lems of aging are encountered, notably 
heart disease and—to a lesser degree— 
the effects of too much “polishing the 
mahogany” on payday. Every morning 
the clinic doors open for “sick call,” 
handled by attending physicians from 
the community and by staff nurses. The 
Harbor has all necessary lab and office 
equipment, as well as a pharmacy, x-ray 
machine, and physiotherapy room. Sur- 
gical and emergency cases are referred 
to Staten Island Hospital. In the In- 
firmary is a senile ward currently occu- 
pied by about a dozen men, whom the 
more active residents sometimes call 
“the old boys.” Finally, the Harbor has 
its own mortuary. 

As with personal needs, medical care 
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Maps dot the walls, and Captain Sherry uses 
one to trace the route of his first round-the- 
world passage fifty years ago. He is now 78. 
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sailors’ snug harbor 


outside the hospital must be paid for by 
the individual who has money or hos- 
pitalization insurance, which covers a 
number of the men. Needy cases are 
cared for through the cooperation of the 
Department of Hospitals Division of the 
Department of Welfare. 

The greatest psychologic problems, as 
might be expected, are the fear of total 
disability and death, and the listlessness 
of the very aged, especially poignant in 
men once so active and involved in their 
work. An important counter to these 
problems is the patient sympathy and 
attention of social service director Eliza- 
beth Smith, who, in her several years at 
the Harbor, has probably heard certain 
sea yarns often enough to correct errors 
in their retelling. Her aptitude for de 
vising successful “busy work” resulted in 
the suggestion to one mariner that he 
“really ought to write all that down.” 
Now she finds herself faced with the 
task of reading and editing a manuscript 
almost a foot thick. 

Because the Harbor is close to the 
Staten Island community, it has in some 
ways become part of it, to the advantage 
of both. Its chapel is often used for wed- 
dings and for services at times when 
local churches and synagogues are over- 
flowing with special holy day crowds. 
Its large, pleasant 100 acres are open to 
all community groups for outings and 


Work is permitted those still able. Captain 
McQuillan, on his way to his job as a charte 
fishing boat skipper, pauses on platform in 
front of Snug Harbor, to watch shipping 
activity. 
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picnics, with the stipulation that any 
Harbor resident be allowed to partici- 
pate. 

Since the Harbor is the only known 
institution of its kind in this country, its 
occupants are by no means all “Down 
Fasters.”” In fact, one of the most fre- 
quent kinds of inquiry comes from the 
sailor who has acted on a common im- 
pulse of mustering-out day: to head for 
a big piece of dry land and start a chick- 
en farm or a cattle ranch. It’s not failure 
of the enterprise that prompts such men 
to seek admission to The Harbor. They 
just can’t stay away from the sea. 
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Listening car of social service director 
Elizabeth Smith is valuable asset to Har- 
bor men. She is always ready to listen to i 
sea stories, requests, or complaints from 

Captain Sherry and every one of the other ' 
309 sailors. 


Sailors Snug Ha rbor 


Inside, cronies chat in entrance hall, filled with glass cases con- 
taining ship models. Balcony above leads to private rooms. 
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Each man’s room is distinctively 
and personally furnished, but all 


display symbols of the sea, such as 


this man’s desk. 


Ind the chapel, a typical nineteenth 

century seaside building, is always 
open for quiet, meditation, and 
prayer. 
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This paper represents an informal 
discussion of a recent investigation 
conducted by the writers into the 
aging voice; findings of this study 
revealed that pitch and rate changes 
do appear to take place after young 
adulthood. The possible physiologi- 
cal and psychological factors which 
might be responsible for this con- 
tinued change are also described. 


Vocal aging 


EDWARD D. MYSAK, PH.D., 
and T. D. HANLEY, PH.D. 
LAFAYETTE, INDIANA 


EDWARD D. MYSAK ts director of speech 
education, Newington Hospital for Crip 
pled Children, and instructor in speech at 
the University of Connecticut; and Tv. pb. 
HANLEY is associate director for research 
of the Speech and Hearing Clinic and 
Laboratories at Purdue Unwersity, La 
fayette, Indiana. 
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& Since man is basically gregarious, the 
importance of oral communication in 
his daily existence becomes obvious and 
the need for research in this aspect of 
aging becomes imperative. 

In a paper presented at the 1954 Speech 
and Hearing Convention, Huber said 
that “in early childhood communication 
shapes the personality and that in old 
age it keeps the individual in touch with 
the rest of the world.” The disintegra- 
tion of the speech process “is often the 
most dramatic, if not the most tragic ex- 
perience in aging.” Huber emphasized 
that, although the field of speech correc- 
tion has worked with the aged, “there 
has been little emphasis on the need to 
study the relationships between these 
speech difficulties and the basic problems 
concomitant with the aging process it- 
seit. 

It is apparent that physiological, psy- 
chological, and sociological involution- 
ary processes can have far-reaching con- 
sequences regarding oral communication, 
and, since this process is so essential in 
our present day culture, it becomes most 
desirable to have team investigations 
of this important phenomenon. Ideally, 
the team would constitute investigators 
from the area of oral communication, 
physiologists, neurologists, psychologists, 
sociologists, biologists, and so on, who 
would carefully plan holistic explora- 
tions designed to discover what relations 
exist between speech and language 
changes and the aging process. Results of 
such explorations might very well pro- 
duce data which would be useful in 
planning appropriate communication re- 
habilitative and preventive measures. 
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In the hopes of exciting such research, 
the present writers, discovering that re- 
liable data on various male vocal at- 
tributes are available at different de- 
velopmental stages from infancy to adult- 
hood, believed that an initiatory investi- 
gation could be accomplished by study- 
ing various vocal aspects in middle-aged 
and advanced-aged populations. 

The purpose of the present paper is to 
discuss informally some of the findings 
of this investigation. 


Changing Pitch as a Function of Age 


Relative to aging and speech, one change 
which has been popularly perceived for 
numberless generations is that in the 
fundamental pitch of the voice. Popular 
literature contains many references to 
the high-pitched quaverings of the aging 
voice. For example, Jacques in As You 
Like It describes the sixth age of man: 
“His big manly voice, turning again 
toward childhood treble, pipes and whis- 
tles in his sound.’”’ One aspect of the in- 
vestigation conducted by the present 
writers was to discover whether this vocal 
change actually takes place. 

Before discussing the findings relative 
to pitch, let us first examine the factors 
that control the pitch of any vibrating 
body. The violinist makes his instrument 
produce tones of precisely the pitch he 
desires by controlling three variables. Be- 
fore he starts to play, he turns the pegs 
set in the neck of the violin. Since the 
strings are wound around these pegs, 
what he is doing is adjusting the tautness 
or tension of the strings. If the string is 
pitched too low, he tightens the pegs and 
increases the tension of the string. If too 
high, he relaxes its tension. After he be- 
gins to play, he varies the pitch of a 
single string by the fingering of his left 
hand. What the fingering does is to 
change the vibrating length of the string. 
For a high note, he shortens the segment 
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of string which vibrates; for a low one, 
he lengthens the vibrating segment. Final- 
ly, if he wishes to go beyond the pitch 
limits of a single string—that is, if he 
wants a lower note than the string can 
produce vibrating at its full length or a 
higher one than he can conveniently pro- 
duce by shortening it—he moves to an- 
other string, a thicker, heavier one for a 
lower tone or a thinner, lighter one for a 
higher tone. 

What is true of the violin is true of 
all sound-producing vibrating bodies. 
The tauter, shorter, and thinner the vi- 
brator, the greater the frequency of vi- 
bration and the higher the pitch. The 
slacker, longer, and thicker, the lower 
the pitch. The human voice is no excep- 
tion. As the voice develops through the 
ages of man, its habitual or average pitch 
changes with its physical alterations. The 
baby’s ear-splitting wail is produced by 
very short and thin (and usually very 
tense) vocal folds. Average pitch lowers 
as the child grows older, but the pre- 
adolescent boy can usually still sing 
soprano. At puberty very marked and 
rapid lengthening and thickening of the 
vocal folds provide frequent embarrass- 
ment for their owners. Many boys of this 
age, unaccustomed to managing the low 
tones they are now capable of producing, 
tend to revert to more childish high- 
pitched tones by increasing the tension 
of their vocal folds. With continued 
growth into adulthood, the vocal equip- 
ment reaches its maximum size, and, it 
might be assumed, produces sounds of 
relatively constant average pitch for the 
remainder of the individual’s life. How- 
ever, as previously indicated, because of 
the popular conception of the aged voice 
and the lack of quantitative information 
about it, the writers decided to test the 
hypothesis of continued vocal change as 
a function of age. 


Using modern high fidelity recording 
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vocal aging 


and analyzing equipment, the investi- 
gators measured average pitch, pitch 
sigma (degree of variability from the 
average pitch), and speaking rate (verbal 
output in words per minute) ol three 
groups of men in oral-reading and im- 
promptu-speaking situations. The three 
groups were different with respect to 
average age as follows: one had an aver- 
age age of about 48 years, one slightly 
over 73 years, and one 85 years. (The 
younger group represented sons of men 
in the older groups, since one aspect olf 
the total investigation not reported here 
was to test for family relationships in 
speech.) 

Average vocal frequency for the mid- 
dle-aged men was found to be about 110 
cycles per second (between G# and A in 
the second octave below middle C) for 
oral reading and 108 cps for impromptu 
speaking. The group with an average age 
of 74 years showed a significant pitch rise 
—125 cps for reading and 120 cps for 
speaking. The 85-year-old group showed 
a further rise to 142 cps (slightly higher 
than C# below middle C) in reading 
end 137 cps in speaking. In addition, 
the oldest group showed a marked in- 
crease in pitch sigma or variability, which 
might be responsible for the often per- 
ceived quavering quality of the aged 
voice. 

Now that the perceived rise in pitch 
as a function of age has received some 
experimental support, let us discuss the 
possible factors involved in such a 
change after the middle years. 

Using the violin string as an example, 
it was said that anything which would 
shorten, tauten, or reduce the mass of 
the vocal folds would likewise conceiv- 
ably cause a pitch rise. With this in 
mind, two possibilities for a pitch rise in 
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aging man exist: (1) measurable physi- 
cal changes take place in the human 
vocal equipment; or (2) emotional and 
psychosocial factors appear which cause 
increased general tension with age. A 
third possibility, of course, is a combina- 
tion of these two. 

One of the besetting questions in try- 
ing to understand any of the normal 
physical or physiological changes which 
occur with age is eventually encountered 
by all investigators in the field of aging 
processes: what is “normal” aging? It 
sometimes appears impossible to separate 
the normal changes attributable simply 
to aging from the pathological changes 
with which it is so frequently accom- 
panied. For example, is arteriosclerosis a 
normal change occurring with age or is it 
a pathological condition which very fre- 
quently comes with advanced years? One 
textbook calls it a pathological degenera- 
tive change in the arteries but indicts 
increasing age as one possible cause and 
notes that it is directly or indirectly re- 
sponsible for the death of most people 
who live beyond 60. If it turns out that 
advancing years are responsible and that 
most aged people develop arteriosclerosis, 
can it still be called a pathological con- 
dition? Doesn’t it then become a “nor- 
mal” age change, pathological only, per- 
haps, in younger people? And what we 
discover about arteriosclerosis may be 
true of the many degenerative changes 
which so frequently accompany age. 

To add to the present discussion, the 
writers compare the findings of this study 
with an earlier Hanley study of average 
pitch in a group of young college men, 
average age about 24 years. Where the 
48-year-olds of the present study had 
average reading vocal frequencies of 110 
cps, the college men had frequencies of 
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118 cps, a difference of almost two musi- 
cal semitones. 

If a physiological change is accepted 
as a basis for alterations in average pitch, 
some very slight thickening or lengthen- 
ing of the vocal folds from young to 
middle adulthood, followed by a pro- 
gressive thinning or shortening with ad- 
vanced years, can be postulated. Simple 
muscular development, for example, 
could be responsible for the differences 
between young and middle-aged adults. 
Although no specific evidence yet exists 
for later changes which might cause a 
pitch rise, we must not rule out the possi- 
bility; many of the time changes our 
bodies undergo are extremely subtle and 
difficult to detect. 

The other broad explanation for the 
pitch rise exists in terms of the emotional 
and social adjustments of the subjects in 
the different age categories. Better ad- 
justment would presumably mean less 
nervous and muscular tension which, in 
terms of the musculature of the speech 
organs, would mean a somewhat lower 
average pitch. For instance, it might be 
conjectured that the middle-aged indi- 
vidual may be generally more settled 
than the young adult and may have 
reached a more successful social and vo- 
cational adjustment. The younger per- 
son, with most of his social and _pro- 
him, 
might have his emotional tensions re- 
flected in a more taut musculature and 


fessional achievements ahead of 


in a slightly higher-pitched voice. 
Along these lines, as middle age passes 
and as the older person experiences the 
maladjustments of age, his vocal mecha- 
nism may well reflect the increased ten- 
sions of his life. Sociological and_ psy- 
chiatric studies of the aged have shown 
that many older people become increas- 
ingly dependent on others, and that they 
acquire feelings of inadequacy because 
of loss of job or involuntary retirement, 
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or because of a decrease in status as 
heads of family. Many older people, in 
addition, become and more in- 
secure because of the death or departure 
of supporting friends and family, or be- 
cause of the greater imminence of death. 
This all too common picture of the aged 
in our society might well be responsible 
physical tensions 
which would be reflected in voice changes. 


more 


for emotional and 


Changing Rate as a Function of Age 


The rate of speech among the three 
groups of men revealed equally interest- 
ing and provocative results. In oral read- 
ing, the rate declined from 172 words 
per minute in the middle-aged group to 
138 words per minute for the 74-year-old 
group to 124 words per minute for the 
85-year-old group. The impromptu- 
speaking rate showed no such steady de- 
cline. In fact, the middle-aged group 
with 122 words per minute was slower 
than either the 74-year-old group (137 
words per minute) or the 85-year-old 
group (128 words per minute) . 

Oral reading, of course, involves the 
(eyes), 


central nervous system, and motor or- 


coordination of sensory organs 
gans (organs of speech). Impromptu 
speaking does not involve the same sort 
of sensory input which oral reading does. 
A number of psychologists have recently 
demonstrated rather convincingly that 
the slowing of most behavior with age is 
a function of the central nervous system, 
rather than the peripheral nervous sys- 
tem. They have done this by measuring 
the response time involved in a jaw re- 
sponse, finger response, and toe response 
to a stimulus. The delay in response is 
not at all proportional to the length of 
the neural pathway along which the im- 
pulse must travel. Indeed, the response 
delay is identical for all three motor 
organs, indicating that the slowing exists 
somewhere in the central nervous system. 
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The findings of the present study ap- 
pear to support this analysis of what hap- 
pens to the aging nervous system. In a 
situation where the central nervous sys- 
tem must act to associate sensory input 
with motor output, there seems to be a 
significant and progressive slowing as 
subjects get older. In an impromptu- 
speaking situation, where there is no 
regular or necessary sensory input, there 
is little or no apparent slowing with age. 
However, as with pitch changes, the in- 
fluence of psychosocial factors must also 
be considered. 


Projected Studies 


Since it would be of very definite value 
to study the relative importance of phys- 
iological and_ psychological influences 
on speech changes due to aging, one of 
the investigators (Hanley) has recently 
undertaken a longitudinal study of the 
average pitch of animal vocalizations. 
Because it may be assumed to a large 
extent that animals are relatively free of 
the psychological pressures which might 
cause pitch-changing tensions in human 
beings, any age changes in pitch in ani- 
mals analogous to those detected in hu- 
mans can with a much greater degree of 





certainty be ascribed to physiological al- 
terations of the vocal apparatus. 

Another worthwhile area of research, 
suggested by the study of vocal aging, is 
the investigation of possible vocal changes 
resulting from specific somatic patho- 
logies. It is rather commonplace to hear 
physicians and laymen alike indicate that 
a patient or a friend is suspected of being 
ill because of the way he sounds. This 
“auditory diagnosis” is based on im- 
pressions elicited by pitch, quality, rate, 
and intensity changes in the voice result- 
ing from disturbed psychological and 
physiological homeostasis. It is proposed 
that it might be diagnostically valuable 
to investigate whether or not character- 
istic vocal changes exist in such disease 
processes as those which affect the re- 
spiratory system (tuberculosis, neoplasms, 
and so on) and the cardiovascular system 
(heart involvements, arteriosclerosis, and 
so on). 


Portions of this study were reported in the 
Journal of Gerontology, July 1958, and_ the 
Journal of Speech and Hearing Research, March 
1959, 


The assistance of L. E. Trachtman of the 
Purdue Research Foundation in preparing this 
manuscript for publication is acknowledged. 


MORE ATTENTION must be paid to case histories and postoperative sex- 


ual relations of women patients in whom plastic surgery for a des- 


census of the genitals is performed. Of 486 patients examined post- 


operatively, 20.16 per cent reported dyspareunia. 


Resection of the vagina and the scarred perineum ought to be per- 
formed only to the extent of permitting 2 or 3 fingers to penetrate 
the introitus and the vagina. All available means should be used to 


fix the vaginal stump after vaginal hysterectomy. In colporrhaphia 
anterior, the resection of the vaginal wall should begin at the external 
orifice of the urethra so that the wall can be narrowed accordingly. 
Resection of the vaginal wall must not extend too far to the sides so 


as not to shorten it. 


Vv. BRUTAR: Difficulties of cohabitation in patients after plastic operations for a 
descensus of female genitals. Gynaeccologia 147: 147-152, 1959. 
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The relation of 
sociological 

to biological 
research in 
gerontology 


BELLE BOONE BEARD, PH.D. 
SWEET BRIAR, VIRGINIA 


Recent research findings in the 
fields of biology, medicine, nutri- 
tion, psychology, and sociology 
raise doubts about some of the 
earlier assumptions regarding old 
age. Apparently factors other than 
biological ones affect fertility, the 
expectation of life, and maximum 
life span. Economic, social, and 
psychological factors may also de- 
termine the appearance and change 
of symptoms of senescence. 


BELLE BOONE BEARD is professor of sociolo 
xy, Sweet Briar College, Sweet Briar, Vir 
vinia, 
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HM In several areas of gerontology, the 
biologist and sociologist have mutual 
concern; and research in one area may 
suggest hypotheses in the other. In addi- 
tion to raising some questions regarding 
longevity and fertility, I shall discuss 
four idéas which have had wide accep- 
tance, but which, in the light of research 
findings, warrant continuing re-exami- 
nation. They are: 

1. that longevity is chiefly a matter of 
heredity—that is, of “choosing the right 
ancestors’; 

2. that the span of life is fixed and 
cannot be changed by health practices— 
“the expectation of life has been 
changed but not the life span”; 

3. that senescence consists of auto- 
matic changes related to age; and 

4. that aging is a process which can- 
not be retarded or reversed. 

It is my belief that acceptance of the 
first two notions may lead to undue op- 
timism and of the last two to undue 
pessimism of apathy. 

Most studies of longevity, from Gal- 
ton! to Rockstein? treat longevity as an 
hereditary trait. Although there is con- 
siderable evidence that there are long- 
lived and short-lived strains among both 
people and lower animals, none of the 
earlier studies attempted to differentiate 
between genetic factors and social and 
economic factors. Richardson’s study 
comparing the life spans of children 
with those of their parents and grand- 
parents shows striking differences, but 
no allowance was made for nonhered- 
itary increase in the average age of 
death that had taken place between gen- 
erations.’ A difference in death age of 
even ten years seems very impressive 
until we compare it with increments of 
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TABLE 1 





Expectation of Life at Birth by Color, Sex and Economic Class 








White Nonwhite 
Lowest 
Economic Class 
1930 51.3 50:2 38.6 42.5 
1940 52.8 62.7 47.3 52.7 
Highest 
Economic Class 
1930 63.0 67.1 47.9 50.9 
1940 65.4 70.3 33:3 58.5 





life span due to medical, social, and eco- 
nomic factors. The table, taken from 
Mayer’s and Hauser’s study? of class 
differentials in expectation of life, shows 
wide divergencies in life expectation for 
white and nonwhite in Chicago for the 
highest and lowest of five economic 
groups. If the mortality rates of all per- 
sons in Chicago in 1920 had been as low 
as that of the highest economic class of 
the white population, the number of 
deaths would have been 34 per cent less. 
‘ The tenth anniversary report of the 
World Health Organization cites phe- 
nomenal gains in expectation of life. For 
example, Puerto Rico’s expectation of 
life rose from 46.0 vears in 1939-41 to 
63.8 in 1955. In Ceylon there was a gain 
of 17.1 years in an even shorter period— 
from 42.8 in 1946 to 59.9 in 1954. This 
report attributes these gains largely to 
“use of penicillin and other antibiotics, 
use of vaccines, better diagnosis and 
treatment of illness, more hospital facil- 
ities, better child and maternal care, ad- 
vances in surgery, and the spraving of 
large areas with insecticides.” 
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What are the prospects for further in- 
crease in the average expectation of life? 
Biologically is there any reason to be- 
lieve that expectation of life has reached 
a plateau around 70? Or, can it be ex- 
pected to reach 75, or 80, or 90 years? 
By what means can we establish valid 
projections for the future? 

Louis Dublin, who has been consist- 
ently conservative in his estimates of fu- 
ture life expectation, predicted in 1942 
that advances in science might prolong 
life appreciably. He predicted that at 
least a year might be added if the prob- 
lem of cancer is solved and another if 
heart and circulatory impairments are 
understood. He concluded that modern 
social and medical science might create 
a level of human vitality so high that 
even the life span itself might be raised. 

How long can the average life be 
without increasing the maximum span? 
The idea of a fixed upper limit, prede- 
termined and immutable, seems still to 
be taken for granted by many biologists, 
physicians, psychologists, and sociolo 
gists. For example, Dr. Carl V. Weller’s 
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oft-quoted theory holds that the life pat- 
tern of each species is indelibly stamped 
into the living nuclear substance which 
determines heredity.6 He contends that 
the ultimate life limit of people will not 
be extended by the efforts of the health 
sciences and that there is no scientific 
basis for dreams of a life limit of 125 
vears. 

On the other hand, a few biologists 
are now making cautious statements re- 
garding modification of the life pattern. 
Comfort, after examining numerous 
studies dealing with senescence of spe- 
cific biological factors, concludes that 
there is no “inherent” factor which de- 
maximum limit of life 
span.‘ Moreover, Dublin and other stu- 


termines the 
dents of longevity have found no one de- 
monstrable external agent known to af- 
fect the life span. If then there are nei- 
ther inherent or external factors known 
to determine man’s maximum life span, 
barring radioactive fallout and drunken 
drivers on the highways, is it not possi- 
ble that he may avoid more or less lethal 
conditions? If Dr. James B. Rogers at 
the University of Louisville can increase 
the life span of guinea pigs from the 


9 


average of 2.3 years to 8 years, why is 
it not possible to double the life span 
of man? 

Doubt regarding the validity of a 
fixed life span arises from such factors 
as the following: 

1. Discoveries regarding the viability 
of human cells, cultures which seem im- 
mortal. 

2. The known variability in ages of 
many species and the extreme cases 
which double or triple the accepted 
norms for the species. 

3. Years added by the conquest of 
smallpox, tuberculosis, pneumonia, and 
other diseases, and the predictions of 
years to be added by conquest of cancer, 
heart disease, and so on. 
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t. Indications of possibility of main- 
taining a state of health and vigor or 
of preventing deterioration of specific 
functions by diet, exercise, and so on. 

5. Evidence that such measures as use 
of vitamins, hormone therapy, blood 
transfusions, and organ replacement 
may extend life. 

6. The replacement of worn parts by 
artificial aids, such as nylon arteries, sil- 
ver pins and hip hinges, ear trumpets, 
iron lungs, and heart pumps. 

Three types of evidence may be con- 
sidered in answering the question of 
whether the life span has increased: (1) 
the percentage of centenarians in a 
given population at successive time in- 
tervals; (2) the number of persons liv- 
ing to 110 or beyond; and (3) the 
changing shape of the population §pyr- 
amid. 

In neither of the first two do we have 
clear-cut’ evidence. Two decades 
Walter G. Bowerman, an actuary of the 
New York Life Insurance Company, 
predicted that the proportion of cente- 
narians would. decrease. He based his 
predictions on census reports: “In 1850 
there were !1 centenarians reported per 
100,000 population. In each successive 


ago 


decade this proportion decreased until 
in 1910 there were only 4 per 100,000; 
in 1930, 3.2.” 

According to the U.S. Bureau of the 
Census, there was in the United States 
in 1940 only | centenarian to 37,000 
population or less than 3 per 100,000 
population. Yet the number of cente- 
narians in the United States rose from 
3,679 in 1940 to 4,475 in 1950, an in- 
crease of 21.6 per cent, while in this 
same period, the total population of the 
United States increased by only 14.5 per 
cent. Estimates on the basis of spot stud- 
ies indicate the number of centenarians 
will exceed 5,000 by 1960. Does this 
mean that the same factors which have 
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FIGURE 1 


Age Composition of the Population: 1880 and 1955 
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80-84 
75-79 
70-74 
65-69 
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per cent 


Source: Taeuber, Conrad, and Irene B. Taeuber, 1958, 
The Changing Population of the United States., page 32. 


been responsible for the increase in the 
average expectation of life will continue 
sto operate to increase markedly the 
number passing the century mark? If 
so, what is to prevent this carry-over 
from being extended for another twenty, 
thirty, or forty years? 

Verification of ages beyond 110 is sel- 
dom possible. Our only reliable sample 
today is the much publicized veterans 
of the Civil War. Of the approximately 
{ million men who took part in the Civil 
War, 137 are known to have survived to 
100 or more. Rulon Williamson, actuary 
of the Federal Security Agency, after 
careful analysis of mortality tables, de- 
vised an ingenious formula of 40 per 
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cent loss each year after 100. If this rule 
had been applied to the 137 veterans, 
none would have survived beyond 108. 
You will recall the embarrassment of 
the GAR when Albert Woolson of Du- 
luth survived the estimated date for 
final demise of Union vets and a special 
appropriation had to be granted him. 

At least 5 of the 137 Civil War vet- 
erans reaching 100 lived beyond 110. 
James Hard, who lived to be 111, was 
the oldest GAR veteran, and there are 
today 2 surviving Confederate Veterans, 
John Salling, 112, and Walter Williams, 
who was 116 on November 14, 1958. 
Obviously, the 40 per cent formula is 
not correct. If the same percentage (3.6 
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per cent) should apply to the approxi- 
mately 4,500 centenarians living today, 
162 people should reach 110. If 162 of 
the present centenarians reach 110 years 
of age, what are the chances that some 
of these 162 will live to be 120 years 
old? 

While the above data may be selective 
and therefore not typical, the third type 
of evidence—the changing shape of the 
population pyramid—relates to the total 
population. Changes in the population 
pyramid from 1880 to 1955 are shown in 
the figure, which is adapted from Taeu- 
ber’s Changing Population of the United 
States. It will be seen that, even with 
our current baby boom, the percentage 


~ 


of persons under 25 has markedly de- 
creased; whereas, the percentages in the 
age brackets beyond 40 have increased. 
For example, the percentage of popula- 
tion from 55 to 65 has doubled; where- 
as, from 65 upward, the percentages 
have tripled. In other words, more peo- 
ple are living longer and the older they 
get the larger the differential. If the in- 
creases in older age groups shown by 
these pyramids continue, what are the 
prospects for pushing up the maximum 
age limit? There is no doubt such find- 
ings plus their traditional mortality 
tables have led insurance companies to 
change the recovery limit on life policies 
from 96 to 108 years and now to 116 and 
120 years of age. 


Longevity and Specified Biological Factors 


In the passage quoted above, Dr. Weller 
referred to the “indelibly stamped life 
pattern” as “that most successful for the 
perpetuation of the species.” This raises 
questions concerning the relation be- 
tween longevity and biological factors 
associated with reproduction. The soci- 
ologist has observed many phenomena 
about longevity and fertility but must 
turn to the biologist for explanations. 
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All studies of longevity in man and 
animals show sex to be the most univer- 
sal and persistent differential. In all na- 
tions, in social classes, and in all histori- 
cal eras, females outlive males. Why? 
Numerous studies have shown that mar- 
ried women have lower mortality rates 
than single, divorced, or widowed wom- 
en. How does the biologist account for 
the differential longevity of married 
women? Does the married woman live 
longer because she is married or does 
the potentially long-lived woman get 
married? Is there a life-giving effect ac- 
cruing from giving life? Do females 
who perform their biological function 
of procreation thereby complete more 
adequately some predetermined life pat- 
tern or is increased longevity of married 
women a_ socially determined factor? 
Many studies have shown that the happy 
person tends to live longer than the un- 
happy. Can it be argued that marriage 
increased happiness, and thus the life 
span? If so, what is the biological ex- 
planation of the fact that single women 
after 80 seem to be practically inde- 
structible? In Beard’s unpublished study 
of sex and mortality of 563 female cen- 
almost one-third 


there was 


larger proportion of single women than 


tenarians, 


found in their population cohort at age 
60. 

What is the relation between age ol 
puberty and longevity? Between age at 
menopause and longevity? Between fer- 
tility and longevity? Do the survivors of 
mankind have larger families than those 
who die younger? Is there any biologi- 
cal evidence of a relation between a long 
reproductive span and longevity? In two 
recent investigations of fertility, the In- 
dianapolis study made under the aus- 
pices of the Milbank Foundation® and 
the Puerto Rico study sponsored by the 
Population Council, Inc.,'” interruption 
of the reproductive sequence seems to 
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influence future fertility. Can this be ex- 
plained biologically? Does cessation of 
reproduction before menopause shorten 
lifer What effect will early childbearing 
have on the future of women’s longevi- 
ty? If, as has been pointed out before, 
there is a relation in most species be- 
tween end of productivity and age at 
death, will the early cessation of preg- 
nancies tend to decrease the life span? 


Factors Characterizing Senescence 


To the sociologist, the important ques- 
tion is not “How long can the human 
organism be kept alive and breathing?’ 
but rather “How long can the human 
mechanism continue to function in such 
a fashion that life is enjoyable?” 

In the planning of sociological re- 
search, the experimental designs might 
be considerably altered if the biologist 
could supply us with answers to such 
questions as: How automatic is senes- 
cence? Is there an unalterable pattern 
to changes associated with senescence? 
To what extent are variations in senes- 
cent changes due to biological differ- 
ences? We hear much today about the 
prime of life being extended and we 
have all seen men and women 60 and 70 
years of age who look and act more like 
people 20 years their juniors. Is there a 
plateau that is reached after growth is 
attained before senescence begins? Or is 
it true, as has been so frequently stated, 
that senescence begins with conception 
and ends with death? 

Comfort defines senescence as “a 
change in the behavior of the organism 
with age, which leads to a decreased 
power of survival and adjustment.” Do 
changes proceed at a different rate at 
various ages, under various conditions? 


te] 
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It is pertinent to speculate on the fact 
that 175 million people might, through 
the various means of prolonging life de- 
scribed above, increase life expectancy 
by 5 years. This would mean a total of 
875 million years and 318,375 million 
days added to life. When we consider 
the constantly increasing costs of medi- 
cal and hospital care, we realize that 
extra years might impose a staggering 
burden. We are not training enough so- 
cial workers, nurses, physicians, or psy- 
chiatrists to meet present needs. Do we 
subconsciously rely upon a maximum 
age limit to save us the distresses of se- 
nescence? Perhaps too much emphasis 
on maximum upper limit has lulled us 
into a false sense of security. Unless we 
can offer freedom from disabling ill- 
nesses, additional years may be a mixed 
blessing. 

There are literally thousands of stud- 
ies in biology, psychology, and_ sociol- 
ogy which record age related changes in 
physical and mental capacity and in so- 
cial adjustment." At first glance these 
studies seem to offer irrefutable proof 
of the inevitability of physical and men- 
tal decline and deterioration with age, 
and yet, if one examines the range of 
ability in each category, it will be found 
that some persons of 100 have as good 
eyesight as others of 60, that the kidneys 
of 80-year-olds function as well as those 
of 50. Are these differences due to social 
factors or are they due to biological 
variation? Can the two be separated? 

The sociologist cannot presume to 
evaluate the multiplicity of hypotheses 
advanced to explain senescence. Soonei 
or later, no doubt, the biologist will be 
able to rank in order of importance cur- 
rent explanations of the cause of senes 
cence as: the decrease in pituitary func 
tion,'® depletion of the enzymes," de- 
terioration of irreplaceable structures,‘ 
commercial hydrogenation of dietary 
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decrease of linoleic 
acid,'® decreased cellular division, devel- 
opment of connective scar tissue instead 
of elastic tissue, the accumulation of lip- 
ids in the arteries, the inhibiting factor 
ot cholesterol in’ the 
hormone activity, and so on. 


fats resulting in 


blood, decreased 

In a list of factors contributing to se 
nescence: Dr. Comfort mentions; “pre- 
vious injuries which are imperfectly re- 
paired.” Dr. Hardin Jones of the Uni- 
versity of California’s Donner Labora- 
tory has a similar dramatic theory of 
aging.’® He believes that aging is ‘a re- 
sult of impairment of metabolism by the 
usual diseases and the cumulative effect 
of countless litthe ailments that chip 
away at the body’s defenses in the course 
of a lifetime.” In support of this thesis, 
he cites the relation of disease and death 
rate in France, England, and the Scan- 
dinavian countries, where the so-called 
childhood diseases have been reduced to 
a minimum as contrasted with Finland 
which has the highest childhood disease 
rate in Europe and the shortest life span. 

These two experts seem to agree on 
the detrimental effect 
clents, 


of diseases, acci- 
which may _ retard 
growth or weaken the organism. Does 
this mean that 


and so on, 


we may add additional 
years to our lives by inoculating our- 
selves against every known kind of bac- 
teria or virus? Is the implication that 
people who are brought up and live in 
hothouse conditions of regulated tem- 
perature and freedom from shock or ill- 
ness more likely to have long lives than 
those persons who showed the ability to 
combat diseases by the development of 
natural processes of immunity? Is the 
old theory of struggle as a means of 
strengthening not applicable in this 
field? Again, we are reminded of the 
“survivors of mankind.” Few centenari- 
ans were vaccinated even for smallpox 
and most of them react negatively to in- 
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oculations of any kind. They frequently 
attribute their longevity to the fact that 
they “didn’t fill up their bodies with vac- 
cines and other poisonous substances.” 

What conclusions regarding long time 
effect of taking antibiotics, hormones, 
and so on, do biologists draw from what 
appears to the layman contradictory evi- 
dence? 

There is perhaps no field in which bi- 
ological and social factors are so inter- 
twined as in eating. Numerous studies 
have shown the relation between psycho- 
logical and nutritional problems. Since 
eating is frequently a form of compensa- 
tory behavior and related to deep emo- 
tional drives, food habits of the neurotic 
are not easily changed. There are, how- 
ever, today millions of aging persons who 
are becoming interested in the preserva- 
tion of health and vigor and who believe 
that they are willing to follow any pre- 
scribed plan in order to remain healthy. 
No doubt the majority hope for a pill 
which will solve all their problems, but 
many would be willing to revise eating 
habits if they sure that 
available to them is authentic. 


were advice 

The sociologist is interested in the 
communication of knowledge. How can 
the biological findings regarding nutri- 
tion and health needs be channelled to 
the masses of aging people? At present 
the chief avenue is through the medical 
profession which proverbially is not in- 
terested in the well person and usually 
dloes not see a patient with nutritional 
problems until serious damaging results 
are apparent. 

Studies by social scientists have shown 
senescence to be correlated with death 
of spouse, neglect by children, retire- 
ment or loss of job, loneliness or social 
rejection, loss of sight or hearing, neu- 
rotic history, loss of friends, institution- 
alization, isolation, loss of income, de- 
crease in social illness, 


status, fear of 
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and various motivation factors.?°-?* 

Ihe wide variations in ability and per- 
formance at any given age suggest that 
factors other than chronological age de- 
termine senescence. What are these fac- 
tors? To what extent can they be iso- 
lated and controlled? Is it not possible 
that with more attention to social factors 
many millions of people may retard the 
onslaughts of senescence? 

There is much evidence that social at- 
titudes of acceptance, or shall we say 
expectation, of physical and mental de- 
cline have thwarted personal and social 
efforts at adjustment and rehabilitation. 
Perhaps this is not surprising. After 
reading hundreds of studies conducted 
within a frame of reference of “opti- 
mum life span,” “normal involutionary 
decrements of 


processes,” “increased 


function,” ‘‘progressive deterioration,” 
and so on, it is indeed refreshing to have 
Dr. Shock 
assert that 


not all functions show decrements with 


and his research associates 


contrary to common belief, 
age.*8 

Desmond, whose 
persistent behalf of New 
York’s aging population are well known, 
& § 


Senator Thomas C. 
efforts in 


concluded his years of service with the 
Legislative Commission with this opti- 
mistic note: “No longer do surgeons 
deem all old folks poor risks. No longer 
do psychiatrists refuse to accept  pa- 
tients merely because they are old—or, 
as they used to tell me—‘have no hope; 
therefore we can’t do anything for 
them.’ No longer do rank and file em- 
ployment service personnel relegate the 
10-plus job applicants to the ‘file and 
forget’ folders.’’?° 

Senator Desmond’s optimism is docu- 
mented by numerous studies indicating 
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mental dis- 


the successful treatment of 
old age. Patients who twenty 
years ago would have been considered 
hopeless respond to treatment as quickly 
as younger persons.30-3? 

The effects of isolation, social rejec- 
tion, loneliness, and discouragement 
upon measured intelligence and mental 
acuity have thrown considerable light 


ease in 


upon mental states previously diagnosed 
as senility. Certainly in the field of men- 
tal health it is impossible to separate 
biological and social factors. 

In summary, it seems that the whole 
field of gerontology would profit from: 

1. a more open-minded and _ flexible 
attitude regarding the increasing life 
span and the consequences thereof; 

2. more attention to the variants in- 
stead of concentrating on the “aver- 


ages”; 
3. more consideration of causal fac- 
tors and preventive measures rather 


than mere cataloging or measuring of 
degrees of decrement as related to age; 

ft. more detailed studies of the effects 
of age on bodily functions, especially 
studies of decrease of function in senes- 
cence similar to studies of increase ol 
function in the growth stages; 

5. more longitudinal studies in which 
control and experimental subjects are 
more clearly defined; and 

6. more interdisciplinary studies such 
as are now in progress at Duke, at the 
Presbyterian Village in Detroit, at Na- 
Health, and else- 


tional Institutes of 


where. 


Presented at the annual meeting of the Geron- 
tological Society, Philadelphia. November 7, 1958. 


GERIATRICS, OCTOBER 1959 














so 


or 


REFERENC 


. GALTON, F.: Inquiry into Human Faculty. London: 

Macmillan, 1883. 

. ROCKSTEIN, M.: Heredity and longevity in the ani- 

mal kingdom. Gerontology 13 (Supp. 3): 7-12, 1958. 

. RICHARDSON, B. W.: Storage of life as a sanitary 

study. Longman’s Magazine 12: 381-400, 1888. 

. MAYER, A. J., and P. HAUSER: Class differentials in 
expectation of life at birth. La Revue de L’Institut 
International de Statistique 18: 197-200, 1950. 

. DUBLIN, L. 1.: Your life expectancy, American Mer- 
cury 55: 97-104, 1942. 

. WELLER, C. V.: Biologic aspects of the aging process, 

in Living Through the Older Years. Ann Arbor: 

University of Michigan Press, 1949, pp. 27-41. 

. COMFORT, A. P.: The Biology of Senescence. New 

York: Rinehart and Company, 1956. 

. TAEUBER. C., and 1.B. TAEUBER: The Changing Popu- 


21. BURGESS, E. W.: Social relations, activities, and 


ES 


7. MOOG, F.: The biology of old age. Scientific Ameri- 


can 178: 40-43, 1948. 


. KINSELL, L. W.: Unsaturated fats and atherosclerosis. 


Newsletter of the Gerontological Society, September 
1958, p. 3. 


. JONES, H.: Report finds American people younger 


than their actual age. New York Times, CV (April 
22, 1956), 72. 


. BRITTON, J. H.: Factors relating to the adjustment of 


retired YMCA secretaries. J. Gerontol. 6: 34-38, 
1951. 

per- 
sonal adjustment. Am. J. Sociol. 59: 352-360, 1954. 


22. DONAHUE, W. T.: An experiment in the restoration 


and preservation of personality in the aged. Chapter 
9, Planning the Older Years, Ann Arbor: University 
of Michigan Press, 1950, pp. 167-169. 











lation of the United States. New York: John Wiley 23. HAVIGHURST, R. J.: Sociologic meaning of aging. 
and Sons, Inc., 1958. Geriatrics 13: 43-50, 1958. 


9. WHELPTON, P. K., and C. Vv. KISER: Social and Psy- 24. MACK, M. J.: The personal adjustment of chronically 
chological Factors Affecting Fertility, 4 vols. New ill old people under home care. Nursing Res. 1: 
York: Milbank Memorial Fund, 1946, 1950, 1952, 9-30, 1952 
1954. 25. SHANAS, E.: The personal adjustment of recipients 

10. HILL, R., K. BACK, and J. M. srycos: Family action of old age assistance. J. Gerontol. 5: 249-253, 1950. 


potentials and fertility planning in Puerto Rico, in 26. TIBBITTS, C.: Socio-economic and public health as- 
Current Research in Human Fertility. New York: pects of the aging process. Am. J. Public Health 41: 
Milbank Memorial Fund, 1955. 944-949, 1951. 


11. ANDERSON, J. E.: Psychological Aspects of Aging. 27. WEBBER, I. L.: Aging and Retirement. Gainesville: 
Washington: American Psychological Association, University of Florida Press, 1955. 

1955. 28. sHOCK, N. W.: Some physiological aspects of aging, in 

12. BEHRENS, H. D., and R. F. NESTER: Intellectual changes Good News for Later Life. New York State Joint 
during maturity and old age. Review of Education- Legislative Committee on Problems of the Aging, 
al Research 20: 361-366, 1950. 1958, pp. 82-86. 

13. BIRREN, J. E., M. W. BECK, and M. YIENGST: The 29. DESMOND, T. c.: Good News for Later Life. New 
relation of structural changes in the eye and York State Joint Legislative Committee on Prob- 
vitamin A to elevation of the light threshold in lems of the Aging, 1958. 
later life. Journal of Experimental Psychology 40: 30. EDWARDS, A. s.: The myth of chronological age. J. 
260-266, 1950. applied Psychol. 34: 316-318, 1950. 

14. BOTWINICK, J., and N. sHock: Age difference in per- 31. ROBINSON, G. W., and J. D. DE MOTT: Electroshock 
formance decrement. J. Gerontol. 11: 74-82, 1956. therapy in functional psychosis of old age. Geri- 

15. LEHMAN, H. C.: The Influence of longevity upon atrics 8: 259-262, 1953. 
curves showing man’s creative production rate at $2. Levy, s.: The value of convulsive therapy in the 
successive age levels. J. Gerontol. 13: 187-191, 1958. aged with special reference to combined coramine- 

16. HUXLEY, J. S.: Science and Social Needs. New York: e'ectroshock therapy. Confinia Neurol. 12: 381-385, 


Harper and Brothers, 1935. 1952. 


rHE ABILITY of a patient to blow out standard book matches can be 
used as a rapid semiquantitative evaluation of respiratory function. 
The matches are held 6 inches from the open mouth, and the patient 
is instructed to inspire maximally and expire rapidly without pursing 
the lips. Correlation of the match test with specific determinations of 
respiratory function in 126 patients demonstrated that 80 per cent with 
maximum breathing capacities above 60 liters per minute could ex- 
tinguish the match, while 80 per cent with values below 60 liters could 
not. Similarly, 85 per cent with one-second vital capacities above 1.6 
liters could blow out the flame, while 85 per cent with lower levels 
could not. Patients with restrictive pulmonary diseases occasionally 
react to the match test as do those with airway obstruction. 

Il. H. SNIDER, J. P. STEVENS, F. W. WILNER, and B. M. LEWIS: Simple bedside test of 
respiratory function. J.A.M.A. 170: 1631-1632, 1959. 
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The idea of “phased” or gradual 
retirement has been developed in 
the interest of providing greate 
flexibility in retirement practices 
and lessening the psychologic im- 
pact connected with abrupt cessa 
tion of work. Results obtained by 
several firms employing such a 
practice are described, with a dis- 
cussion of the problems involved 
in allowing workers to “taper off” 
over a period of years. 


Employment and Preretirement 
Problems of the Older Worker: 


PART IV 


Phased 


retirement 


CHARLES E. ODELL 
DETROIT 


CHARLES E, ODELL, whose specially is social 
gerontology in relation to postretirement 
counseling, is director of the Older and 
Retired Workers Department of Inter 
national Union, U.A.W. 
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HB At its sixteenth Constitutional Con- 
vention in April 1957, the U.A.W. unan- 
imously adopted a_ resolution setting 
forth a comprehensive program for 
“Older and Retired Members and Other 
Senior Citizens.’ One section of the res- 
olution proposed the abandonment of 
compulsory retirement policies and the 
development of plans for “phased re- 
tirement.” In view of the general inter- 
est in methods of achieving greater flex- 
ibility in retirement policies and_prac- 
tices, the idea of phased retirement de- 
serves careful consideration by labor, 
management, government, and the pro- 
fessional groups, such as_ psychology, 
sociology, economics, and medicine. 

The literature and also the practical 
experience with “phased” or “gradual 
retirement,” or “tapering off” as it is 
sometimes called, is not very extensive. 
In her book, Effective Use of Older 
Workers, Elizabeth Breckinridge reports 
on a survey of over 300 nationally 
prominent firms and their practices in 
dealing with older workers and _ retire- 
ment.! Out of the 300 firms, she seems to 
have found two companies which were 
actually practicing a form of phased re- 
tirement. In one case reported: 

“The company has decreased working 
hours for older workers in that the in- 
dividual who is compelled to retire at 
the age of 65 is given the option of half- 
time employment with the company 
until he reaches the age 70. For hourly 
paid workers this means a five-day work 
week every other week and for salaried 
people this means half-day work every 
week for a five-day week. (Under this 
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program the company reported that 
older workers may be assigned to lighter 
jobs or less demanding work.)”’ 

The report goes on: 

“In another company, during the 
sixty-fifth year, the employee is given a 
month’s leave without pay. In the sixty- 
sixth year this is extended to two 
months; in the sixty-seventh to three 
months and so on. Under this plan em- 
ployees are generally expected to retire 
in their sixty-eighth year, since in the 
majority of cases, after that time, their 
salaries would be less than their pen- 
sions.”’ 

Other approaches mentioned by Breck- 
inridge, but not clearly reported as actu- 
al cases, are as follows: 

“At age 60 workers are placed on a 
four-day week. At 61, this is reduced to 
three days, etc. in the second ap- 
proach, employees are given a_ year’s 
leave of absence at age 65 to find out if 
they will enjoy retirement. They are as- 
sured that at the end of the year the 
company will give them a job of some 
kind if retirement does not suit them.” 

A more detailed report on the experi- 
ence of the Wrigley Company of Chica- 
go was recently prepared by the staff of 
the National Committee on Aging:* 

“Under the Wrigley Plan, the treasur- 
er of the company sends to the home of 
the employee, six to nine months before 
normal retirement date (age 65), a let- 
ter informing him of his pension and 
Social Security benefit payable at retire- 
ment date, and asking him whether he 
plans to retire at that time. 

“If the individual wishes to continue 
working, his application is considered 
by a retirement committee of three exec- 
utives, who base their decision largely 
on attendance records and the recom- 
mendation of supervisors. There is no 
physical or medical examination. 

“Ability to do the job is the primary 
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criterion for employment atter age 65. 
There is no attempt to “make” work just 
to give employment, though factory 
workers may be transferred to lighter 
jobs if available. 

“An employee who is retained is re- 
quired to take a one-month unpaid vaca- 
tion the first year, two months the sec- 
ond year, and so on, which is in addition 
to the regular vacation period. For an 
employee whose compensation has been 
less than $8,000, retirement income ex- 
ceeds compensation under this plan at 
age 68 or 69. No employee has contin- 
ued beyond age 69. 

“Experience has shown that approxi- 
mately 30 per cent of employees, most- 
ly women, elect early retirement at a 
pension integrated with Social Security 
to provide a flat benefit, and 37 per cent 
elect retirement at age 65. The majority 
of those who continue working voluntar- 
ily retire after a year or two.” 


Postretirement Employment 


Breckinridge and many others have re- 
ported on the practices of some employ- 
ers who, when faced with labor short- 
ages in certain occupations, such as sell- 
ing in department stores, place their re- 
tired employees in a reserve pool on 
which they draw for seasonal peaks such 
as holiday periods or special sales. 

In some retail establishments, such 
postretirement employment is consiu- 
ered as an integral part of the retire- 
ment plan during preretirement counsel- 
ing sessions. However, this cannot right- 
ly be called phased retirement unless, as 
is sometimes the case, the recall process 
is worked out on an individual basis for 
specified periods of time and on a sys- 
tematic (if declining) schedule of work- 
ing hours. 

The purposes of phased retirement 
are (1) to assist the individual to adjust 
to an increasing amount of leisure time 
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of 


phased retirement 


(or time away from his regular occupa- 
tion) on a gradual basis and (2) to help 
him adjust to living on a reduced income. 

Another possible purpose, in a period 
of acute labor shortage, would be to en- 
courage the worker with special skills 
and abilities to continue working at 
more or less his own rate or pace. This 
was done by some companies during 
World War II and also during the Kore- 
an emergency, particularly for highly 
skilled workers who had already retired 
or who wanted to retire. 


Administrative Problems 


Needless to say, phased retirement seems 
like a good and logical idea, but there 
are many problems connected with its 
administration that have to be worked 
out in any given situation. The follow- 
ing are typical problems: 

1. Arranging production schedules 
and shifts to accommodate the individ- 
ual who is “tapering off.” This would 
probably require special assignments 
unless it were possible to find 2, 3, or 4 
older employees in the same classifica- 
tions who could “team-up” on certain 
jobs. 

2. Arranging hours of work and earn- 
ings so that older employees would take 
advantage of the opportunity for “taper- 
ing off” without feeling that they were 
losing some special advantage as to in- 
come either from earnings or pension 
benefits or a combination of both. 

3. Record keeping and administrative 
details involved in good personnel man- 
agement as well as protection of the 
fringe benefits of older employees. 

4. Administrative procedures and cri- 
teria for determining who is eligible for 
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phased retirement, akin to those in- 
volved in administration of flexible or 
selective retirement plans. 

These may sound like good argu- 
ments against phased retirement, but, of 
course, the point is that any innovation 
involves some problems of this type. It 
would seem from the limited experi- 
ences reported in the literature that 
none of these problems is insurmount- 
able and that all that is needed is an 
opportunity to work out with coopera- 
tive managements a few experimental 
plans in order to solve them. 

This is essentially the attitude of some 
experts in the field of aging who have 
thought about the problem. 

Albert Abrams, former executive secre- 
tary of the New York Joint Legislative 
Committee on Problems of the Aging, 
calls, in a recent report of the Committee, 
for “research on the tapering off proc- 
ess, experimenting with stepped down 
retirement systems as a prelude to full 
retirement.”? Frank Fremont Smith, 
medical director of the Josiah Macy 
Foundation, speaking in behalf of what 
he calls “progressive retirement,” says: 
“This change would need some ‘doing,’ 
because everything we have organized is 
set against it one company might 
take up the experiment and do a little 
joint planning with a labor union and 
perhaps with an insurance company for 
their mutual benefit.’’4 

Step Retirement. More recently, James 
O’Brien, director of personnel for the 
Department of Health, Education, and 
Welfare, proposed such a plan for fed- 
eral employees.® ‘To quote briefly: 

“With this in mind, we are exploring 
a proposal we refer to as a ‘Step Retire- 
ment Plan.’ Under this plan, an individ- 
ual, age 62 or more, eligible for option- 
al, nonreduced, nondisability retirement, 
may be able to retire and, where admin- 
istratively feasible, be immediately re- 
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hired on a part-time basis under the 
Step Retirement Plan. The employee 
would work a gradually decreasing por- 
tion of the time until after the fifth year, 
or upon attainment of age 70, if earlier, 
he would retire completely. He would 
also have the option of retiring com- 
pletely at any time during this period.” 

Sabbatical leave. Another approach to 
this problem, which is gaining some sup- 
port among trade union leaders and 
others, is akin to the biblical concept of 
sabbatical leaves. At least one Canadian 
trade union has proposed a plan where- 
by a worker at 50 is entitled to a three- 
month leave “to try on a small dose of 
leisure.’ At 55 he is entitled to a six- 
month leave and at 60 to a nine-month 
leave. David McDonald, president of the 
United Steelwerkers Union, has advo- 
cated a similar approach for his older 
membership. Although the economics of 
this approach to phased retirement have 
been challenged, 1 would call your at- 
tention to the forecasts concerning Gross 
National Product and Productivity. 
These forecasts include the assumption 
of an average work week of thirty-five 
hours by 1980. 

Essential Factors. It is possible that 
there would be many advantages to the 
worker and to society in using at least 
a portion of this additional free time for 
the process of “retirement tryout” well 
in advance of retirement itself. How- 
ever, it is probable that no formula for 
phased retirement will work out well, 
unless there are certain basic accom- 
panying ingredients, such as: 

1. An atmosphere of flexibility about 
retirement policy itself. 

2. Provision of adequate income in 
retirement. 

3. Provision of adequate disability re- 
tirement well in advance of a normal 
retirement age. 

1. A program of retirement prepara- 
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tion education which is itself phased out 
over a long period of time. 

5. A program of counseling on indi- 
vidual problems as a natural component 
of retirement preparation. 

6. Provision of adequate community 
resources by way of educational, recre- 
ational,. health, and welfare services and 
making them known to prospective re- 
tirees. 


Discussion 


Phased retirement is another aspect of 
the whole problem of employment and 
retirement planning for older workers 
in which the medical profession, and in- 
dustrial medicine particularly, could 
make a significant contribution. The 
known and accepted tendency of many 
older workers to resist abrupt and un- 
planned retirement presents problems 
in psychologic adjustment and in physi- 
cal health which are certainly of direct 
and indirect concern to physicians treat- 
ing older patients. It would seem, there- 
fore, that the medical profession could 
be of great help to companies, unions, 
and employees in assisting in the formu- 
lation and implementation of retirement 
programs which help the individual to 
understand, accept, and adjust to retire- 
ment without unduly disrupting com- 
pany policy and practice. 


REFERENCES 


1. BRECKINRIDGE, E. L.: Effective Use of Older Workers. 
Chicago: Wilcox and Follett Co., 1953, pages 62-63. 

. National Committee on Aging, National Social 
Welfare Assembly, Staff Report—Employment and 
Retirement Section for Nov. 2, 1958. 

. ABRAMS, A. J.: Should There Be a Fixed Retirement 
Age? in Enriching the Years, Annual Report of 
the New York State Joint Legislative Committee on 
Problems of the Aging, Legislative Document No. 
$2, Albany, New York, 1953, page 176. 

4. FREMONT SMITH, F.: Frontiers of Aging, in Age is 
No Barrier, Annual Report of the New York State 
Joint Legislative Committee on Problems of the 
Aging, Legislative Document No. 35, Albany, New 
York, 1952, pages 60-61. 

. From an address by James C. O’Brien, Director of 
Personnel, Department of Health, Education, and 
Welfare at the Annual Convention of the National 
Federation of Federal Employees, Kansas City, 
Missouri, 1956. 


or 


669 








/ 





CURRENT COMMENT 


Russian and lron Curtain proposals 
for geriatric therapy 


BM Several letters have recently been 


received from readers of Geriatrics re- 
garding news releases and other public- 
ity about procaine therapy in geriatric 
patients, as Professor 
Anna Aslan of the C. I. Parhon Institute 


of Geriatrics, Bucharest, Rumania. The 


developed by 


recent publicity given to the visit of the 
Archbishop of Canterbury to this insti- 
tution has aroused further publicity. It 
might be helpful to attempt to review 
some of this material, and such an at- 
tempt is offered herewith. 


Background Studies 


For a quarter of a century there have 
been many efforts on the part of Russian 
and related clinical workers to develop 
effective products for promoting heal- 
ing, delaying the process of aging, and 
extending life span. During World War 
II, there was extensive publicity among 
the Allies on the work of A. A. Bogomo- 
letz on “Anti-Reticular Cytotoxic Serum” 
(ACS). The early 
the role of 


reports emphasized 
the 
reticuloendothelial system. There were 


ACS as a stimulator of 


reports describing its value in promot- 
ing wound healing and fracture repair, 
and speculations on its possible use in 
the treatment of premature aging. In the 
December 1943 the 
Review of Soviet Medicine, there were 
published three articles on ACS, describ- 


issue of American 


ing its general action, its methods of 
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preparation, and its clinical application 
in frostbite and battle injuries. 

This work was derived from the early 
use in 1900 of tissue antisera by E. 
Metchnikofl the teacher ofl 
Bogomoletz. These early studies came to 
little because there was no method for 


who was 


estimating the serum potency. It was 
Bogomoletz’s observation that the retic- 
uloendothelial system in old people re- 
mains in a healthy condition, as indi- 
cated by their resistance to disease and 
to degenerative tissue changes, that sug- 
gested the antireticular cytotoxic serum. 

In general it may be said that clinical 
and experimental studies from Russia 
partially confirmed Bogomoletz’s ideas. 
The observations of Bogomoletz and his 
colleagues have also been partially con- 
firmed in this country. These confirma- 
tions extend to experimental studies in 
tissue culture and to clinical studies in 
the repair of fractures and in the man- 
certain On the 
other hand, there is no clear evidence 


agement of infections. 
that ACS is particularly useful in the 
treatment of premature aging or in ex- 
tending the life span or delaying the on- 
set of degenerative conditions in old age. 

A careful critical evaluation of anti- 
(ACS) 
made by Thomas S. Gardner and David 
M. Speaker (Texas Rep. Biol. Med. 9: 
148-490, 1951). This careful review in- 
cludes 


reticular cytotoxic serum was 


160 references on the subject 
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from contributors in various parts of the 
world. It is pointed out that: “The ac- 
tion of ACS, both cytotoxic for large 
doses and stimulating for small doses, 
have been verified by tissue culture tech- 
niques. The stimulatory effects in wound 
and fracture healing have been verified. 
Che relief of pain in human cancer .. . 
(has) been demonstrated. The suppres- 
sion of rickettsia in animals has been 
verified.”” On the other hand, ACS has 
been shown to have little value in treat- 
ing arthritis, and there is no verification 
of its antiaging claims. 

Professor C. I. Parhon began  study- 
ing geriatrics before World War I. At 
first he experimented with pineal gland 
extracts, but these came to nothing. He 
indicated that there are metabolic vari- 
ations with aging that involve protein, 
lipid, and water metabolism. His studies 
on the metabolic mechanisms in aging 
led to the establishment of an Institute 
of Geriatrics. This was founded in Bu- 
charest in 1951 and named in honor of 
Professor Parhon. 

Careful metabolic studies have been 
made on a relatively large group of in- 
stitutionalized aged people in this insti- 
tute. Systematic treatment has been un- 
dertaken with various tissue and gland 
extracts and with various vitamins. At 
this same time a smaller number of pa- 
tients were started on treatment with 
procaine solutions. 

Dr. Anna Aslan, who is a member ol 
the C. I. Parhon Institute of Geriatrics 
in Bucharest, has described the back- 
ground of her interest in the use of pro- 
caine solutions in treating the aging 
process (Therapiewoche 7: 14-22, 1956) . 
Doctor Aslan’s clinical experience with 
Professor D. Danielopolu had convinced 
her of the value of procaine therapy by 
intra-arterial injections in embolic con- 
ditions, and then in arthritis, and in 
arthrosis with a tendency to ankylosis. 
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It is her opinion that the vasodilatory 
and local anesthetic effects of procaine 
may reduce the inflammation and pain 
in arthritic joints. It was her opinion 
that the same factors may operate in 
connection with trophic ulcers. 
Experimental studies in animals on 
experimental arthritis confirmed her 
clinical impressions, and she noted fur- 
ther that the treated animals showed a 
general trophic action with improve- 
ment in the hair, the appetite, and the 
general activity of the experimental or- 
ganisms. Again in some of her clinical 
studies on older persons, she noted gen- 
eral improvement in memory and vari- 
ous aspects of vitality, including in- 
creased muscle tone. This led her to in- 
vestigate effects of prolonged and peri- 
odic procaine treatment in old people. 


Clinical Reports 


A number of clinical reports on procaine 
therapy in old age have been published 
in Die Therapiewoche. This is an East 
German journal, and not readily avail- 
able. ‘Translations have been made by 
Consultants Bureau, Inc. of New York 
City. The articles are: 


ANNA ASLAN: A new method for the prophylaxis 
and treatment of aging with Novocain— eu 
trophic and rejuvenating effects. “Therapie 
woche 7: 14-22, 1956. 


c. I. PARHON: Prevention and treatment of dis 
eases of the aged. Therapiewoche 8: 1-3, 1957. 


c. DAVID: Biochemical and physiological criteria 
of aging and the effect of treatment thereon, 
used as indices on rehabilitation. Therapie 
woche 8: 4-9, 1957. 


ANNA ASLAN: Recent experiences on the rejuve 
nating Action of Novocain (H,), together with 
experimental, clinical, and statistical findings. 
Therapiewoche 8: 10-19, 1957. 

ANNA ASLAN and ¢. DAVID: Results of Novocain 
treatment in dysmetabolic arthropathies. Ther- 
apiewoche 8: 19-23, 1957. 

M. BURGER and F. H. SCHULTZ: Significance of 
biomorphosis for the aging process, disease, 
and rejuvenation. Therapiewoche 8: 24-28, 
1957. 
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U. KOHLER and F. MANPEL: First experiences with 
Novocain treatment of old people. Therapie 
woche 8: 28-30, 1957. 


> 


. I, IAROSHEVSKI: Effect of intravenous injections 
of Novocain on the blood system: changes in 
the composition in the blood resulting from 
repeated injections of Novocain. Bull. Exper. 
Biol. Med. USSR 5: 50-53, 1958. 


~ 


. I, IAROSHEVSKI: Changes in composition of the 
blood after single injection of Novocain. Bull. 
Exper. Biol. Med. USSR 8: 36-41, 1958. 


. F. UDALOV: Effective procaine on tolerance of 
white rats to high altitudes. Bull. Exper. Biol. 
Med. USSR 8: 71-72, 1958. 

There are other Soviet publications 
on the trophic action of procaine. When 
I was in Leningrad and Moscow in 1956, 
I discussed the trophic action of pro- 
caine with several experimental workers 
in the physiology research laboratories 
in these cities. However, I was not im- 
pressed at the time that there was any- 
thing very significant in these studies 
except that intramuscular injections of 
procaine seemed to have some benefit in 
experimental arthritis and perhaps in 
certain experimental stress conditions. 

It is difficult to evaluate satisfactorily 
the reports of Professor Anna Aslan and 
her colleagues. The general conclusions 
are that intramuscular injections of 5 
ml. of a 2 per cent procaine hydro- 
chloride solution (pH 4.2-5) three times 
weekly for a series of 12 injections, fol- 
lowed by a ten-day rest, and repetition 
of the injections, result in significant 
trophic improvement in old age. There 
are claims for renewed production of 
endocrines, with regression of signs of 
senility of the skin, with stimulation of 
new hair growth, with improved cardio- 
vascular reaction and better muscle 
power, with a higher production of 
granulocytes and globulin content, and 
with general eutrophic action. These ef- 
fects are considered to be due in part to 
the hydrolysis of procaine with the for- 
mation of para-aminobenzoic acid, which 
has a general eutrophic vitamin action. 
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David made rather detailed studies of 
various biochemical and _ physiological 
criteria of aging, indicating that regres- 
sion in these various factors associated 
with aging tends to reverse following 
procaine treatment. Aslan offers several 
photographs and other objective evi- 
dence indicating improvement in aging 
people following procaine treatment. 
Aslan’s statistical study deals with 1,442 
cases of older people in whom it is 
claimed that procaine therapy has re- 
sulted in general trophic improvement. 
She claims that procaine may exert the 
vitaminlike action by its gradual trans- 
formation into para-aminobenzoic acid 
and folic acid and designates this effect 
of procaine by the symbol “H,”. She 
refers to many other publications on 
procaine as a eutrophic agent, but the 
publications are not readily available. 

In 100 old people afflicted with degen- 
erative arthropathies, Aslan and David 
report 60 per cent improvement, with no 
undesirable effects, using as controls pa- 
tients treated with ACTH and cortisone. 
In some 75 patients, Kohler and Manpel 
report improvement in 46 under pro- 
caine therapy, with no change in 29. 
They find remarkable improvement in 
arteriosclerotic and arthritic conditions. 
They doubt that there is any significant 
effect on the aging process and deplore 
the thought that this form of therapy 
involves any sort of “rejuvenation.” 

In experimental studies in animals 
laroshevski reports an increase in_he- 
moglobin and in the number of red 
blood cells following once a week injec- 
tions of 5 ml. of 1 per cent Novocain 
solution. This study, on 30 rabbits, re- 
vealed no change in the rate of blood 
formation. Following a single injection 
of 5 ml. of 1 per cent Novocain in rabbits, 
an increase in leukocytes was noted. Uda- 
lov notes that p-aminobenzoic acid, a 
metabolic product of procaine, increases 
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the survival of rats where oxygen con- 
centration is reduced in inspired air. 
P-aminobenzoic acid apparently increases 
body resistance to oxygen lack. 
Procaine hydrochloride is rapidly 
split in the body. It breaks down to 
para-aminobenzoic acid and diethyl- 
amino-ethanol. Practically all of the 
para-aminobenzoic acid formed appears 
in the urine within twenty-four hours, 
combined with glyzine and glucuronic 
acid, About a third of the diethyl-amino- 
ethanol that is formed also appears in 
the urine within a day, and the balance 
seems to be destroyed in the body. Pro- 
caine hydrochloride injections are very 
safe to be used because of the speedy 
breakdown of the drug. Indeed intrave- 
nous infusion in man at the rate of 2 
grams of procaine per one hundred min- 
utes does not lead to a plasma level ex- 
ceeding 0.2 mg. per liter. Under these 
conditions, the para- 
aminobenzoic acid may rise to 10 mg. 
per liter, and the concentration of di- 
ethyl-amino-ethanol to 3 mg. per liter. 


concentration of 


P-aminobenzoic acid is necessary for 
the normal metabolism of living cells, 
and tends to maintain growth equilibri- 
um in cells. It is the blocking of the ac- 
tion of para-aminobenzoic acid by the 
sulfonamides that results in the anti- 
action of the sulfonamides. 
This was beautifully demonstrated in a 
classic study by D. D. Woods (Brit. J. 
Exper. Path. 21: 74-90, 1940). Diethyl- 
amino-ethanol is a mild local anesthetic 
agent, reducing pain due to congestion 


bacterial 


in tissues with which it may come in con- 
tact. It has a depressant action on cardi- 
ac muscle and relieves spasm of smooth 
muscle. It has rather remarkable anti- 
allergic effects. While it does not seem 
to have any generally beneficial trophic 
action on cells in the promotion ol 
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growth, it nevertheless does have a bene- 
ficial effect in reducing allergic tenden- 
cies and thus in maintaining more satis- 
factory cellular activity. 

Procaine hydrochloride infusions in 
humans for control of tachycardia was 
popular a few years ago. The action, 
however, is fleeting due to the rapid de- 
struction of procaine in the body. In 
order to get around this situation, 
procaine-amide solutions are used. Pro- 
caine-amide does not split up in the 
body readily, so that its effects are more 
prolonged. Infusions of this drug are 
used to control cardiac arrhythmias, but 
no particular eutrophic effects have been 
reported in Western medical literature. 

In general, it would seem that the re- 
ports by Anna Aslan and her associates 
are interesting enough for further ex- 
ploration. It would be hoped that she 
and her associates would publish more 
detailed case histories, together with a 
more complete statistical survey of the 
large number of cases which they must 
have accumulated by now. It would seem 
that careful and direct experimental 
tell 
readily whether or not repeated pro- 
hydrochloride injections intra- 
muscularly can delay the aging process, 
prolong life, and generally interfere with 
degenerative processes associated with 
aging. It might be wise for results of 
studies of this sort to be well publicized 
before extensive premature clinical use 
of procaine hydrochloride in slowing 
the aging process. On the other hand, 
the safety of the drug indicates that cau- 


studies on small animals should 


caine 


tious and well controlled clinical studies 
might yield results that would tell defi- 
nitely whether or not any further use of 
the drug for these purposes is justified. 
CHAUNCEY D. LEAKE 

The Ohio State University, Columbus 
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A new profession which is intimate- 
ly dependent upon diagnosis and 
prognosis of geriatric patients is in 
the making. The success of nursing 
home administration will depend 
not only on how rapidly it accepts 
and puts into practice medical, 
psychologic, and social precepts but 
also on the technics it evolves to at- 
tain full professional status. 


Perspectives 
in nursing 
home care 


JEROME KAPLAN 
MANSFIELD, OHIO 


JEROME KAPLAN is executive director of the 
Mansfield Memorial Homes, Inc., Mans 
field, Ohio. 
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Hi With the growth of knowledge in the 
physical sciences and the evolvement ol 
new psychogenic concepts, the problem 
of institutional care has become more 
complex than ever before. Standards are 
steadily increasing while more services 
are being consumed. For example, the 
aged person not only needs more hos- 
pital and nursing care but, on the aver- 
age, stays in the hospital longer than a 
younger adult. Although persons over 
65 comprise approximately 10 per cent 
of the population, they consume more 
than 20 per cent of hospital care serv- 
ices. While 10 per cent or more of our 
total population is over 65, 25 per cent 
or more of our mental hospital popula- 
tion is in this age bracket. 

Today, a conservative estimate is that 
{ to 6 per cent of those over 65 live in 
various institutions, which may be divid- 
ed approximately as 33,000 in homes 
for the aged, 450,000 in nursing homes*, 
141,000 in mental hospitals, and 26,000 
in other hospitals, for an approximate 
total of 650,000. 

This is indeed a small number in 
terms of the total aged population, for 
people dislike giving up their independ- 
ence of living; a social stigma is often 
attached to these places of living; there 
may even be harsh, restrictive, and un- 
necessary administrative policies and 
regulations; and the cost of congregate 
living centers is steadily climbing. Al- 
though this is not a very large percent- 
age, it does assume great significance for 
two reasons: (1) the large number of 
people in these facilities and (2) the 
enormous expenditures involved. More 
“Approximately one-half of these nursing homes are 
proprietary. Most homes for the aged, which make 
medical services available, are included in this total. 


This should be kept in mind so that the home for the 
aged figure will not be misleading. 
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direct medical and care costs are made 
by the government on behalf of this 
small minority than for all the remaining 
95 per cent of our older people. 

We are also entering into an era ol 
an increased proportion of the aged in 
our aging population. The 1955 to 1975 
population trends show a 39 per cent 
increase in the over-65 group and a 61 
per cent rise in those over 75. The home 
for the aged, the nursing home, and the 
mental hospital have become essential 
parts of the range of services to older 
and aged people. What they offer and 
how they offer it has a real effect upon 
community planning and attitudes to- 
ward the elderly. 


Social Direction 


In the past, personal relationships for 
residents of a nursing home were pos- 
sible only for the select few who had 
visitors or someone to visit. Plans to in- 
sure socializing among aged residents 
were often completely neglected. But, 
new practices are beginning to change 
this picture radically. The usual type of 
domiciliary care available to the aged in 
the past is gradually being discarded. 
The new concept of service takes into 
account the social and psychologic as- 
pects of human behavior applicable to 
all people at all ages and especially to 
the aged. Certainly, to most older peo- 
ple it is an extreme break with the past 
when they come to live in an institution 
or in a group. To alleviate or forestall 
the trauma of such a break and, at the 
same time, to open the doors to contin- 
ued pleasant living are basic challenges 
to all homes for the aged. 

If a social atmosphere is to be cordial, 
effective, and warm, the specific needs of 
residents taken 
Positive and stimulating relations are 


must be into account. 


particularly dependent upon the home 
environment of which they are a part. 
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Environmental strains may be aggravat- 
ed by those stresses which especially af- 
fect the aged. 

Too often the concept of “home” is 
left out of nursing homes. Creating a 
satisfactory social life for the residents 
has been considered a fringe activity of 
home administration. Only now is it 
being more generally recognized as es- 
sential an aspect of well-being for older 
adults as appetizing food, competent 
medical care, and pleasant living ar- 
rangements. 


Duties and Responsibilities of the 
Administrator 


The administrator has full authority to 
operate the home in accordance with its 
policies. 

Once the director is on the job, he can 
prepare a description of his work, just 
as every staff person should do, on the 
basis of his experiences. Where job de- 
scriptions exist, refinements can be made 
as experience may warrant. It is wise for 
the director to prepare or have on hand 
a personnel manual which is constantly 
revised according to the latest thinking 
in the field. It is necessary to have such 
a manual in writing so that the staff will 
know where they stand in terms of sal- 
ary increments, vacation time, sick leave, 
and other accepted procedures. 

The executive is not rigidly bound to 
specific working hours, for he is ex- 
pected to use his discretion in putting 
the hours of the day to best use consid- 
ering his responsibility to the communi- 
ty, the board if any, the staff, and the 
residents. ‘This would also involve par- 
ticipation in community affairs. Not only 
is this an invaluable means to keep 
abreast of the latest developments but 
it is public relations par excellence. This 
does assume that these activities are not 
at the expense of the future of the home 
but instead are beneficial. 
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perspectives in 
nursing home care 


One basic quality for a director of 
any nursing home is a genuine warmth 
for the aged. He should be acquainted 
with group work skills and know how to 
work in group situations with the board, 
the community, staff, volunteers, and the 
residents. There have been instances of 
psychological damage to older people by 
those who had neither the warmth nor 
the skill to cope with group develop- 
ment and individual situations within 
the group. To communicate with all 
these various groups, the director must 
not only have administrative ability per 
se but the ability to individualize group 
situations. Consequently, this director 
undertakes to: 


1. Guide over-all operations of the 
home; 

2. Project its planning; 

3. Coordinate its functions; 

t. Delegate responsibility; 

5. Act as the liaison between the board 
to the staff, and the staff to the board, 
where there is a board; 

6. Determine the cost of agency ex- 
penditures; 


~I 


Be the official spokesman for the 


home; 


8. Be the ultimate line of administra- 
tive authority; and 

9. Serve as the over-all supervisor for 
the staff. 

The director is looked upon as a well- 
paid person with imagination, training, 
and skills in social welfare, personnel 
administration, and psychological un- 
derstanding. Preferably, he should hold 
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a graduate degree from an accredited 

school in one of these areas. He should 

have a thorough understanding of hu- 
man nature and have respect for the in- 
dividual beliefs of the members. 

All licensing in the future, whether it 
pertains to a charitable or private insti- 
tution, may insist upon adequate educa- 
tion and training of the administrators 
of that particular home. The fact that a 
person is an ordained minister or regis- 
tered nurse does not mean that he or 
she is a good administrator in a home or 
has a real feeling for the aged. 

The administrator of a home is called 
upon to have the skills, experience, and 
demonstrated ability to: 

1. Understand the special problems 

facing older people; 
2. Work with older people; 
3. Organize work load efficiently; 
4. Translate experience into policy rec- 
ommendations for board action; 

5. Express verbally and in writing 
basic social concepts, particularly 
those affecting the older person, 
clearly and succinctly; 

6. Work with groups of divergent 
background and interest as well as 
homogeneous groups with special 
concerns; 


~I 


Interpret problems of the aged to 

the special publics when requested; 

8. Retain flexibility as new knowledge 
becomes available and as different 
situations develop; 

9. Utilize community organization 
technics effectively; 

10. Interpret existing laws and admin- 
istrative decisions affecting older 
people; 

11. Have a thorough knowledge and un- 

derstanding of the basic concepts, 

philosophy, and trends in gerontol- 
ogy; 
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12. Work with the national, state, and 
local resources, agencies, and organ- 
izations serving the aged (govern- 
ment, philanthropic, and commer- 
cial) and have considerable knowl- 
edge of these groups; 

13. Utilize the modern principles of 
public, social welfare, hospital, and 
business administration; 

14. Spread the base of 
and responsibility; 


participation 


15. Coordinate functions which are as- 
signed; 

16. Translate pertinent literature into 

concrete action; 

Understand survey and research 

technics; 

18. Work with people holding positions 
of responsibility and public trust; 

19. Recognize and put into practice the 
contributions of various professions; 

20. Weave together the efforts of all 
employees into an efficient and eco- 
nomical operating unit. 


Description of Nursing Home 


In addition to the important functions 
of providing appetizing food, adequate 
shelter, and adequate nursing care under 
competent medical supervision, the mod- 
ern nursing home must be aware of the 
human contacts within its walls. 

A nursing home may be described in 
many ways. For our purposes, it may be 
looked upon as a residence which houses 
a substantial number of older and aged 
people who, because of physical or men- 
tal infirmity, are receiving care as in- 
dividual patients in a group setting. It 
has emerged—although not universally 
recognized nor treated as such—as a 
social agency with positive, desirable 
standards of care. It is designed to serve 
the chronically ill and, in growing in- 
stances, the mentally confused. It is one 
of a series of medical care facilities that 
consciously includes social, recreational, 
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and therapeutic services. This does not 
mean that nursing homes must be re- 
habilitation units or centers. However, 
it does mean that those who can benefit 
from such technics be offered this serv- 
ice and that gains in rehabilitation 
achieved elsewhere not be lost but be 
continued. Specialists in physical thera- 
py, occupational therapy, and _ others 
could be based at a central agency. 


Not long ago I had occasion to talk 
with a gentleman who is getting retire- 
ment benefits of $275 a month from sev- 
eral sources. But something is happen- 
ing in his home. His wife has become 
increasingly disabled to the point where 
he can no longer take care of her him- 
self and he must have someone living in 
the home twenty-four day. 
When he first hired a housekeeper, it 
cost him $10 a day. You can see where 
his $275 a month goes. This does not 
include the medical expenses, and he had 
to apply to a social service agency for 
assistance. He realizes that eventually 
he is going to have to place his wife in 
some other kind of living arrangement, 
perhaps a nursing home, but he wants 
her with him as long as possible. They 
have lived together for fifty-one years 
and it is difficult for him to know he is 
going to be parted from her, even 
though he has known it might happen. 


hours a 


A major job, then, is to accept the 
individuals who may best benefit from 
the environment and services of that 
particular nursing home. In turn, these 
patients are persons with social needs. 
These needs are the same as for any per- 
son at any age, but they have attained 
greater importance for the aged as their 
opportunities for social communication 
have diminished. In addition, those re- 
siding in nursing homes are not as well 
as persons living outside the home and 
they usually do not come from a homo- 
geneous group. The nursing home, then, 
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perspectives in 
nursing home care 


offers to the chronically ill or tailing 
person—usually as a commercial enter- 
prise—maintenance, personal care, shel- 
tered care, and nursing care. 

I have excluded the wide variety ol 
homes which use the term “nursing 
home,” for the above characteristics are 
more commonly being recognized as be- 
longing to the nursing home. The board- 
ing home, the foster home, or the con- 
valescent home may be described as a 
medical care facility providing necessary 
care for those patients who are recover- 
ing from an acute illness and who can 
anticipate a short term stay. The distinc- 
tion here is that an acute illness is in- 
volved; also, the date of release is not 
too far distant. While many nursing 
homes do have occasional aged or even 
voung people of this type, the usual 
nursing home does not have a high pro- 
portion of these patients. 


Code of Standards 


It is a curious thing that a service which 
should have professional requirements 
in this modern period develops and ex- 
pands without them. Since nursing 
homes are essentially medical care facil- 
ities, the profession of hospital adminis- 
tration can offer a useful pattern. In- 
deed, administrators have more and 
more come to recognize a common basis 
of knowledge and training which con- 
notes a profession; the operators them- 
selves are in a vital position to impart 
this knowledge to educators in order to 
evolve a basic training curriculum. Many 
of the points suggested earlier on ad- 
ministration of the nursing home are 
applicable here also. Not only is the ad- 
ministrator interested in sufficient re- 
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muneration to support himself, but he 
also has a concern for recognition in a 
job well done. He must have a willing- 
ness to adapt to the aged patients, must 
be able to cooperate with other staff 
and have enthusiasm for his objectives. 
The message the nursing home has to 
give is service as a part of the medical 
program. 

The following list is an indication ol 
the variety of special groups with which 
a nursing home has to deal: physicians, 
hospitals, patients and their families, 
welfare departments, health depart- 
ments, fire inspectors, churches, insur- 
ance groups, fraternal service organiza- 
tions and other volunteers, labor unions, 
bankers, tradespeople, golden age clubs, 
newspapers, area industry, visitors, local 
political figures, and other nursing home 
administrators. This is also true for 
homes for the aged. 

The acknowledged voluntary nursing 
home associations are in an advanta- 
geous position to offer “accreditation” 
through a means such as certificates to 
those homes attaining the standards pre- 
scribed by the association. Codes of eth- 
ical standards and professional conduct 
have been developed by a variety of pro- 
fessions. Such codes are reliable gauges 
of professional development and usually 
revolve around two aspects: (1) a code 
of professional conduct or the individ- 
ual’s ethics and (2) a code of group 
performance or the organization’s ethics. 

These two concepts are exemplified 
by the written standards of groups such 
as the: 

1. American Institute of Accountants, 

2. American Institute of Architects, 
3. American Medical Association, 

1. American Bar Association, 
5. Engineer’s Council for Professional 

Development, 

6. Rabbinical Assembly of America; 

Central Conference of American 
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Rabbis; and the New York Board 

of Rabbis, 

7. Roman Catholic Church, 

8. Protestant organizations such as the 
Episcopal Church through its canon 
law or the Methodist Churches and 
their Discipline, 

9. National Education Association, 

10. American Federation of Labor-Con- 
eress of Industrial Unions, and 

11. International City Managers’ Asso- 
ciation. 

In all professions, rules of conduct 
are adopted in the interest of both cli- 
ents and the general public. The nursing 
home, for example, not only has a spe- 
cial responsibility to meet the health, 
social, and custodial needs of the aged 
patient but a responsibility to see that 
tax money is spent wisely, if public 
money is involved, or to work closely 
with the family, if there are interested 
relatives. 

In the nursing home field, there are 
more commercially operated ventures or 
proprietary homes than those that are 
called “nonprofit.” As a business enter- 
prise, three types of social control be- 
come evident. These are: (1) competi- 
tion, (2) government regulation, and 
(3) professionalism of self-regulation. 
Undoubtedly, some combination of the 
three is essential if they are to continue 
to operate as a business. 

In the United States we have evolved 
systems involving all three. For exam- 
ple, voluntary regulation through pro- 
fessionalism offers a system of control 
midway between competition and gov- 
ernment regulation. In the medical field, 
social control is primarily self-regula- 
tion, supplemented by governmental 
regulation; in industry, competition is 
For the 
proprietary nursing home, which is a 


the essential form of control. 


part of the medical services team and is 
also a part of industry on business, all 
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three elements are dramatically in- 
volved. Competition will undoubtedly 
become increasingly efficient as supply 
and demand level off and the present 
geographic spottiness in facilities is 
eliminated. Governmental regulation 
will continue and may increase in scope 
and intensity, depending upon the ex- 
tent of nursing home professionalism 
and self-regulation. The longer enforce- 
able voluntary regulation is put off, the 
stronger the hold government will have 
as it regulates and perhaps dominates 
out of necessity. Unless backed by ade- 
quate power of enforcement, profession- 
al standards of conduct are of academic 
value only. 

The adoption of a professional ethical 
code suggests value in a formal state- 
ment of obligations which goes beyond 
those defined by law. The code identifies 
an individual with a professional group; 
it implies individual acceptance of pro- 
fessional standards; it suggests the in- 
dividual is subject to group action. 

Specific principles of accepted profes- 
sional conduct would then be in order. 
The following is a 6-part outline for de- 
veloping such a_ professional code for 
the nursing home administrator: 

1. Responsibilities of the administrator 

to the aged patient. 


2. Relations of the administrator to 
the public. 
3. Relations of the administrator to 


the employer (when the owner is 
not the administrator). 


t. Relations of the administrator to 
employees. 
5. Relations of the administrator to 


consultants and the personal physi- 
cian of the patient. 
6. Relations of the administrator to 
other administrators. 
Presented at the Institute for Nursing Homes at 


Cornell University, Ithaca, New York, Monday, 
October 22, 1958, 
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MM Erickson indicates that the central 
issue facing the aged person in the ma- 
ture stage of life is ego integrity versus 
despair.! He says that ego integrity im- 
plies an emotional integration which 
permits participation by following as 
well as acceptance of the responsibility 
of leadership. Despair expresses the 
feeling that time is short, too short fon 
the attempt to start another life and to 
trv out alternate roads to integrity. 

The resident of an institution for the 
aged sees “despair” as the adaptive 
mechanism of his later years. His per- 
ception of the social situation reinforces 
this mode of adaptation. 

The usual population of a home for 
the aged consists of older persons un- 
able to function in the community— 
persons who are either senile, chronical- 
ly disabled, or whose social situations 
are inadequate. Their dysfunction proc- 
esses result in withdrawal from social 
interaction and breakdown of communi- 
cation with other people. 

This breakdown of communication is 
extended to members of their families, 
who appear to have rejected the resi- 
dents by placing them in the institution, 
and to the community at large which has 
isolated the resident with contemporaries 
who are also debilitated. 

From this perception of the social 
situation, certain expectations can be 
drawn. Withdrawal and dependency on 
others characterize the residents’ behav- 
ior patterns. 

The institution is perceived as a pro. 
tective agency whose primary function 
is to “take care of us and let us rest.” 
The self image of the older resident is 
one of a “useless, tired being who is 
waiting for the end of life.” 
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Group norms are a central force 
among residents of a home for the 
aged. Changing group norms change 
the residents’ concept of the home. 
This paper tells how this was done 
in a home and discusses the results 
achieved. 


Changing 
group norms 
ina home 
for the aged 
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Group “norms” are derived from 
these expectations. These norms define 
the “appropriate” conduct for a resident 
of a home for the aged. 

Some of these norms include 

1. a resident sits quietly by himself 
and does not react to others about him. 

2. a resident complains about his 
health and the services ef the institution 
but does nothing about changing them. 

3. a resident resists every effort to 
involve him in activity and maintains 
passivity with great tenacity. 

Each new resident who enters the 
home is indoctrinated with these norms, 
and soon his adjustment to them be- 
comes apparent. Through contact with 
the informal structure of the resident 
body, the norms are incorporated by the 
newcomer. 


Purposes and Methods 


The problem from the view of staff is 
one of changing the group norms, too. 
The objective of the group work pro- 
gram is to help develop a new set of 
group norms which are consistent with 
the rehabilitative objective of the home. 
The method of helping is one of inter- 
vention at the level of group norms. The 
balancing of norms of the resident body 
with norms consistent with the institu- 
tional function is another objective. 

This method of helping is character- 
ized by four points of leverage. They 
are: 

1. Verbal discussion. In discussions 
and public forums, the code of appro- 
priate underlying 
group norms are challenged. The ver- 
balizations of the residents are inter- 
spersed with the findings of medical and 
psychological research which repudiate 
the residents’ behavior and give ap- 
proval to behavior change in terms of a 
total rehabilitative goal. 

Leverage here begins to release the 


behavior and_ the 
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block in communication between the 
residents and the staff and helps to cre- 
ate a readiness to change. 

2. Physical changes in the institution. 
The building program of this Home was 
in progress when the group work pro- 
gram was initiated. The new facility re- 
sulted in a division of the senile and 
nonambulatory residents from the men- 
tally alert, ambulatory residents. Inde- 
pendent functioning within the institu- 
tional environment was then possible. 
The attractiveness of the physical sur- 
roundings helped change the residents’ 
self image. The new rooms helped de- 
velop pride and some identification with 
the institution as a productive communi- 
ty rather than a custodial agency. 

The building of a new facility had an 
element of reality testing in it. “If peo- 
ple invested money in us, then we are 
not so useless.” The staff and the board 
were really concerned with the resi- 
dents’ Once this assessment 
took place, the individual resident could 
release some of his dependency needs 
and move toward more independent 
functioning. 


welfare. 


3. Development of a structure which 
tends to previous 
Group work programs in institutions are 
usually initiated with a single group 
based on the concept of a friendship 
grouping. This was scrapped, and a net- 
work of interest groups was initiated. 
The institution developed an atmosphere 
of activity and aggressive recruiting by 
volunteer workers involved many resi- 
dents who previously had been too sick. 

Residents were allowed to share in the 
decision-making process through the 
Resident Council. This gave them a 
chance to participate in the formal 
power structure. 


overcome inertia. 


4. Better communication between the 
residents of the institution and the out- 
side community. The development of a 
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volunteer program in the Home gave 
the residents continuous contact with the 
larger community. Administrative poli- 
cy giving freedom to enter and leave the 
home, trips beyond the home, and 
groups from the large community com- 
ing to the home to entertain—all in- 
creased communication process and _at- 
tacked the 


isolation, and withdrawal. 


“norms” of abandonment, 


Results 


What some of the effects of at- 


tempting to change group norms? 


were 


The overt behavior of the residents 
changed radically. Residents appeared 
busy, spoke to other residents, and 
spoke of the Home as “really a wonder- 
ful place.” A manifestation of this was 
the resident-motivated change of the in- 
stitution name from Home for the Aged 
to Senior City. 

Other evidences of this were recorded 
in the decrease of attendance at daily 


sick 


mates, and more contacts between resi- 


calls, less bickering with room- 


dents. 
Rather 
about the institution, the residents used 


than passively complaining 
their council structure as a way of chan- 
nelling their complaints to staff and do- 
ing something about them. 

From this orientation came a formal- 
ization of the mutual expectations of the 
staff and residents, through the develop- 
ment of a Bill of Rights and a concur- 
Bill of Responsibilities. 
definition of 


rent resident 
This then 
transmitted through the informal resi- 


dent network. 


behavior was 


The new group norms may be sum 
marized in the following manner: 
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|. A resident, if physically able to do 
so, assumes responsibility for cleaning 
his room and helping take care of his 
dormitory. 

2. A resident should participate in 
some activity; activity can be fun and 
good medicine. 

3. The home is viewed as a miniature 
community; each resident is a citizen 
within it, with both rights and responsi- 
bilities. 

The theory, implied in why changing 
group norms might help, is based on 
these considerations: 

1. An institution may be viewed as a 
social system striving toward equilibri- 
um. 

2. Within the equilibrium system of 
the institution, a quasi-stationary state 
may be reached. This state may be 
viewed as an impasse and breakdown of 
communication between resident body 
and the staff. 

3. The quasi-static state may also be 
viewed as a power struggle between ad- 
ministrative staff and resident body. 

1. The power struggle is based on the 
assumption of two diametrically op- 
posed norms of two cohesive groups. 
These are the norms of the staff, relat- 
ing to the rehabilitative function of the 
system, versus the norms of the resident 
body based upon the resident conception 
of the institution. 

5. The effect of the power struggle on 
the individual resident will be related 
to the attractiveness of the norms of the 
resident body and to what degree the 
individual resident incorporates them. 


Theoretical Considerations 


The theoretical considerations have been 
stated in a gross manner. I should like 
to examine them in some detail. 
Releasing Frozen Energy. The energy 
in this social system has been “frozen.” 
The driving force for changing group 
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norms equals the restraining force 
against changing group norms. Resist- 
ance by the resident body would be op- 
erative on an observational level. The 
issue becomes one of unfreezing the en- 
ergy, polarizing the forces for changing, 
and channeling them so that the equi- 
librium of the system can function at a 
new level of dynamic flux. 

Lewin notes that, “levels of quasi- 
stationary equilibria can be changed in 
either of two ways: by adding forces in 
the desired direction or by diminishing 
opposing forces. In both cases, the equi- 
librium might change to a new level.’’* 

Intervention would add to the forces 
for changing the group norms while the 
forces against change are diminished. In 
this manner, equilibrium within the sys- 
tem functions at a new level consistent 
with the institutional goals. 

Struggle for Power. This situation 
might also be viewed in terms of a 


” 


power struggle. “Power” has been de- 
fined as “means control.” 

In the formal structure of the institu- 
tion, the means control lies with the ad- 
ministrator and the staff. The adminis- 
trator is at the top of the formal power 
structure. He controls aspects of deci- 
sion making and rules and_ routines 
which will help define the roles of the 
other staff members and will define the 
role of the resident. Each staff member, 
depending upon his position in the for- 
mal hierarchy, will have some access to 
the power in the formal system. ‘Vhis is 
the power which is nakedly visible and 
which is transmitted through the func- 
tion of the formal structure. How this is 
perceived and what is transmitted are 
often the functions of the informal 
structure of both residents and staff. 

Clearing Communication Channels. Ii 
staff morale is high, the staff will trans- 
mit valid information through its infor- 
mal as well as its formal structure. In 
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this case, the communication process 
will not be blocked. A different case re- 
sults in relation to the informal struc- 
ture of the resident body. Resident re- 
actions to staff personnel are mixed be- 
cause of ambivalent dependency feel- 
ings. In the informal structure of the 
resident body, the means control lies 
with the residents. The communication 
which the staff receives from the resi- 
dent body is often inaccurate as attempts 
are made to thwart the staff's goals. Re- 
laying of inaccurate information blocks 
the communication process between resi- 
dent, staff, and administration. What is 
transmitted to the administrator is what 
the residents believe the administrator 
wants to hear rather than accurate in- 
formation. Receiving inaccurate infor- 
mation often leaves the administrator in 
an isolated position. 

However, the resident does not gain 
from this dysfunction of the formal and 
informal systems. One result of the 
power struggle is role confusion. The 
administrator is perceived as an aggres- 
sor. Through the defense mechanism of 
reaction formation, the resident identi- 
fies with what he perceives the staff's 
image of him to be. Thus, the resident 
becomes “‘useless and worthless.”’ 

One task of the group worker is to 
help free and maintain the communica- 
tion channels between the informal 
structure of the residents and the formal 
structure of the staff. Development of a 
mutual set of expectations, clarification 
as to the role of each, and having a set 
of norms consistent for both groups will 
help the institution achieve its goals. 

Cohesiveness. Underlying the opera- 
tion of group norms has been the as- 
sumption of a cohesive resident group 
and of the identification of the individ- 
ual resident with these norms. 

Cohesiveness is based on three crite- 
ria. Thev are: (1) the personal attrac- 
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tion of the group to the individual, (2) 
the commitment of the individual to the 
group goal, and (3) the prestige of the 
group. 

The resident has limited choice in 
terms of group identification. The sup- 
port of aged peers becomes a dominant 
force in this group attraction. Because 
of physical isolation, the limited choice 
forces the residents to develop a cohe- 
sive group. Individual commitments to 
the group goal vary. The perception of 
a resident role as being tired and need- 
ing rest develops a pattern of commit- 
ment to this group goal. Prestige of the 
group is not as much a factor with this 
group. 

The cohesive resident group helps de- 
fine norms and role expectations. Be- 
cause the individual feels the attractive- 
ness of his group, he is more ready to be 
influenced by it and to incorporate the 
group norms. Identification with the 
group norms strengthens the inner 
structure of the individual. The norms 
become the superego content which 
guides his overt behavior. Incorporation 
_of the group goals by the individuals 
creates inner tension to help the group 
reach its goal. The tension of the inner 
system of the individual must be in bal- 
ance with the tension in the other sys- 
tems which affect the individual. The 
worker’s attempts to change group 
norms stir up the tension in the individ- 
ual and release energy which can _ be 
channeled to help the group create new 
norms as behavior guides. 

Intervention. What experimental evi- 
dence is there for using intervention at 
the level of group norms? 

Stanton and Schwartz's study of the 
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mental hospital indicates the operation 
of a formal and informal structure with- 
in an institutional setting.® 

“The formal explicit organization of 
any lasting groups of humans is always 
incomplete. Clearly, organizing factors 
are in operation to round out an infor- 
mal structure to a problem.” 

They indicate that “the higher in the 
hierarchy, the less direct the information 
was received from patients.” 

Kelley studies the relationship of po- 
sition in a hierarchy to communication.4 
He concludes: 


“|. The more unpleasant is a position 
in a hierarchy, the stronger are the 
forces on a person to communicate task- 
irrelevant content. 

“2. Communication serves as a_ sub- 
stitute for real upward locomotion in 
the case of a low-status person who has 
little or no possibility of real locomo- 
tion.” 

Lippit, Polansky, Redl, and Rosen 
have as one of their findings that “the 
group member is more likely to accept 
direct attempts to influence him which 
are initiated by a high power figure.’ 

The data and findings of these inves- 
tigations tend to substantiate the theory 
regarding power struggle and commu- 
nication which has previously been de- 
scribed. The administrator is perceived 
as a “high power figure.” This percep- 
tion, however, is distorted by ambivalent 
feelings, and this lessens the successful 
attempts at influence. ‘The communica- 
tion sent to the administrator and staff 
has the quality of being “task irrelevant” 
because of the mixed feelings. 

When the structure of a Resident 
Council is present, the communication 
between residents and staff serves as ‘‘a 
substitute for upward locomotion.” 

Coch and French conclude their study 
with the following: “. . . change can be 
accomplished by the use of group meet- 
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ings in which management effectively 
communicates the need for change and 
stimulates group participation in plan- 
ning the changes.’’6 

Our forums and discussions were 
group meetings which attempted to 
“effectively communicate the need for 
change and stimulate group participa- 
tion in planning the changes.” The inter- 
vention of the group worker tries to 
overcome the resistance of the residents 
and to help the group participate in a 
decision-making change. 

The central issue of the operation of 
group standards has been studied by 
Festinger, Schachter, and Back.* Their 
studies indicate that: ““To be able to cre- 
ate and maintain group standards, a 
group must have power over its mem- 
bers. This power, the ability to induce 
forces on its members, has been called 
cohesiveness. ‘The more cohesive the 
group, the more effectively it can influ- 
ence its members.” 

By changing group norms, it was felt 
that the group could induce _ forces 
which would change the role perception 
which the resident had of himself. The 
individual resident in the home is faced 
with a limited choice regarding group 
identification. He either incorporates the 
norms of the dominant resident body or 
he is an isolate with limited mobility 
and communication. The isolate role can 
result in either ego-integration or ego- 
diffusion. If the resident has an “inter- 
nal cohesive group” to identify with, he 
is able to withstand the sanctions of iso- 
lation and rejection of his peers. If he 
does not have an internal frame of refer- 
ence, rejection leads to more internal- 
ization and withdrawal from the pain- 
ful reality situation. ‘These forces and 
stresses cause the ego to diffuse. 

The need for norms related to the 
rehabilitative function of the institution 
has been underlying this method of 
helping. 
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The new norms must be consistent 
with the role of the staff member as well 
as the role of the resident. If the norms 
are perceived as consistent by both staff 
and resident bodies, the institution will 
function at a high level of equilibrium. 

The technic of changing group norms 
is limited in a number of ways. It as- 
sumes that: 

1. The individual will be closely iden- 
tified with the resident group to partici- 
pate in the change in group norms and 
to incorporate the new norms as his own. 

2. The individual must be able to give 
up the gratifications of his previous role. 
In an overt sense, being helpless, results 
in a great dependency, and everyone 
takes care of him. The role of helpless 
resident creates a residue of guilt which 
is internalized, and there is masochistic 
pleasure from this behavior. The sadis- 
tic mechanism of this is to punish the 
children who were responsible for the 
institutionalization. 

3. A further block to incorporating 
new norms is the factor that, if this is 
done, the ultimate goal might mean leay- 
ing the protective confines of the institu- 
tion and facing once more the over- 
whelming impact of independent living. 

The intervention of changing the 
group norms must be supplimented by 
other means. 

I have assumed a total identification 
of staff with the new norms. This is the- 
oretical. Motivations for helping people 
are often thwarted when people help 
themselves. Increased activity in the 
home often means more work and more 
effort. Staff resistance to this change can 
then become another issue. 

If the institutional ideology is com- 
mitted to the creation of a rehabilitative 
environment, the attempts to change the 
group norms of the resident body be- 
come a major method of intervention. 
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The case of a 71-year-old woman 
with an annular pancreas causing 
duodenal obstruction is presented. 
A short loop gastrojejunostomy was 
done with complete relief of the 
obstruction. Surgical recovery was 
uneventful, and the patient has 
gained 50 pounds in the space of 
seven and a half years. 


Annular pancreas 
causing 
obstruction 

ina /1-year- 
old woman 
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Wi Annular pancreas is a relatively un- 
conimon anomaly in which the second 
portion of the duodenum is completely 
or partially encircled by pancreatic tis- 
sue. Occasionally, the third portion of 
the duodenum may be involved. 

When the encircling pancreas is in- 
complete, the hiatus is usually found on 
the anterior wall of the duodenum. In 
some instances, a fibrous band is found 
joining the two arms of the encircling 
pancreas, or, as in the patient herein re- 
ported, no fibrous tissue is found be- 
tween the two arms of the encircling 
pancreas. 

Annular pancreas may not produce 
symptoms during life, and its presence 
may be an incidental finding at autopsy. 
When symptoms occur in the presence 
of an annular pancreas, they may be 
those of an incomplete or complete high 
intestinal obstruction. Case reports by 
several observers describe degrees of 
duodenal obstruction in infants varying 
from acute high obstruction to those of 
the more chronic type. 

In adults, annular pancreas may not 
produce symptoms, or there may have 
been intermittent attacks of right upper 
quadrant distress usually accompanied 
Gallbladder disease or 
duodenal ulcer is often suspected in 


by vomiting. 


these patients. Intermittent jaundice 
may also occur from compression of the 
pancreas on the common duct. The in- 
termittent character of the attacks has 
been ascribed to the presence of pancre- 
atitis. Whether this is a factor or not has 
not been proved. 

Fluoroscopic studies of the  gastro- 
intestinal tract usually show a filling de- 
fect in the second portion of the duode- 
num. In the majority of patients in 
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annular pancreas causing obstruc- 
tion ina/7I1 year old woman 


whom evidence of duodenal obstruction 
was found, annular pancreas was not 
suspected and the correct diagnosis of 
an annular pancreas was made only dur- 


ing surgery. 
Case Presentation 


M.N., a 61-year-old woman, was admit- 
ted to Oak Forest Hospital in September 
of 1941 with a diagnosis of malnutrition. 
Following admission, she had frequent 
attacks of right upper quadrant pain, 
and, after appropriate studies, a chole- 
cystectomy was performed in April 
1942, with a pathologic diagnosis of 
chronic cholecystitis with cholelithiasis. 
There was no mention of other pathol- 
ogy in the surgical report. Convales- 
cence was uneventful, and she remained 
symptom free until early in 1950, when 
she again began to complain of right 
upper quadrant pain and vomited coarse 
vegetables and fried foods. No blood or 
bile was observed in the vomitus. She 
was put on a bland diet, but attacks of 
vomiting continued and she lost weight. 

A fluoroscopic examination of the 
stomach on June 28, 1950, showed that 
barium passed normally through the 
esophagus and outlined a normal ap- 
pearing stomach. The stomach walls were 
ordinarily distensible and pliable, and 
the rugal pattern appeared satisfactory. 
The duodenal bulb was visualized dur- 
ing fluoroscopy and was normal in con- 
tour and tone. Films revealed a mucosal 
pattern of the second portion of the duo- 
denum which was not well outlined, and 
it was believed that this was compatible 
with duodenitis, possibly primary or 
secondary to the other regional pathol- 
ogy. The roentgenologic diagnosis was 
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normal esophagus, stomach, and duode- 
nal bulb and duodenitis of the second 
portion duodenum. 

The patient was seen by our surgical 
consultants after the fluoroscopic exami- 
nation. Surgical exploration was  sug- 
gested, but the patient refused any op- 
erative procedure. During the next sev- 
eral months, despite a low residue diet, 
recurring attacks of vomiting and diar- 
rhea with marked weight loss occurred. 
A fluoroscopic examination on October 
30, 1951, revealed the following condi- 
tions: The esophagus was normal, the 
stomach appeared to be somewhat di- 
lated and slightly atonic, and peristalsis 
was prompt and of moderate vigor. 
However, at no time during the fluoro- 
scopic examination could any barium be 
seen to pass through the duodenal bulb. 
The four-hour film revealed scattered 
clumps of barium throughout the small 
bowel. The twenty-four hour film showed 
the stomach to be approximately 35 to 40 
per cent empty, with the head of the 
meal in the descending colon and some 
small portions of barium scattered even- 
ly throughout the intervening small and 
large bowel. A seventy-two hour film 
showed the stomach approximately 45 to 
50 per cent empty with barium distrib- 
uted as above. The impression was that 
of stenosing lesion on or below the duo- 
denal bulb, presumably secondary to an 
old ulcer. 

The patient was transferred to the 
surgical service on November 1, 1951. 
On examination, the patient, a female of 
71 years of age, was very cheerful and 
in no apparent acute distress. Her imme- 
diate concern was a loss of weight, ap- 
proximately 30 pounds. Physical exami- 
nation was essentially negative. Heart 
and lungs were normal. There was a 
healed operative scar in the right upper 
quadrant of the abdomen. No masses or 
areas of tenderness were palpable in the 
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abdomen. Rectal and vaginal examina- 
tions were negative. ‘There was evidence 
of some dehydration manifested by a 
dryness of the skin and turgor of the 
tissues. The red blood cell count was 
2,200,000; hemoglobin, 12 gm.; white 
blood cells, 7,300. Urine was negative 
for albumin, sugar, and casts. Stool cul- 
tures and examination for blood were 
done repeatedly and were negative. 

The patient was prepared for blood 
transfusions and intravenous nutrient 
fluids. Stomach aspirations were made, 
and, on November 7, 1951, an operation 
was performed under Pentothol anes- 
thesia. The preoperative diagnosis was 
pyloric obstruction probably due to pep- 
tic ulceration or carcinoma. When the 
abdomen was opened through the old 
right rectus incision, the stomach and 
duodenum were pulled to the right by 
old adhesions. The viscera were freed 
from the adhesions. The stomach ap- 
peared normal. In the first part of the 
second portion of the duodenum, two 
fingerlike processes of pancreas were 
found at the superior and inferior bor- 
ders of the duodenum. The duodenum 
was compressed by the pancreas below. 
The pancreas looked and felt normal 
throughout. The duodenum could not be 
raised above the partial ring of the pan- 
creas. A short loop gastrojejyunostomy 
was done and the abdomen was closed 
in layers. The patient made an unevent- 
ful recovery, and, as of July 1959, she 
had gained close to 50 pounds. 


Discussion 


The fluoroscopic findings of this pa- 
tient are of interest. On June 28, 1950, 
a diagnosis of duodenitis was made and 
there was evidence of obstructive symp- 
toms which gradually increased. This 
was manifested by attacks of vomiting 
that became more frequent, and the pa- 
tient lost weight. She could retain liquid 
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nourishment only. 

Fluoroscopic examination on Novem- 
ber 30, 1951, showed barium retained in 
the stomach for more than seventy-two 
hours. The diagnosis of a stenosing le- 
sion of the duodenal bulb was made at 
this time. At operation, the finding of 
annular pancreas established the diag- 
nosis. No evidence of acute or chronic 
pancreatitis was seen. 

In the various reports of an annular 
pancreas, any portion of the second part 
of the duodenum may be involved. It 
seems to be the opinion of most observ- 
ers that annular pancreas is of congeni- 
tal origin and that it results from a fu- 
sion of the ventral analag of the pan- 
creas so that the second portion of the 
duodenum is either completely or par- 
tially surrounded by pancreatic tissue. 
When compression of the pancreatic tis- 
sue becomes great enough, either by 
growth of the pancreas or through in- 
flammation and swelling of the gland, 
varying degrees of duodenal obstruction 
may occur from the acute obstruction in 
the newborn to the more chronic type of 
obstruction as illustrated by this patient. 

The operative procedures to relieve 
the obstruction also vary. When the ob- 
struction occurs in the region of the am- 
pulla of Vater, a segment of duodenum 
may be greatly dilated. After assurance 
that the common bile duct is not in- 
volved in the pathological process, a re- 
section of the dilated duodenum and 
partial resection of the stomach has been 
done.'!:? A duodenoduodenostomy*: + has 
also been carried out so that the prox- 
imal dilated duodenum and _ stomach 
have a physiological outlet. Resection of 
the pancreatic ring has been performed 
successfully.5 The danger of injuring 
the pancreatic ducts and producing a 
pancreatic fistula must be kept in mind. 
When that portion of the ring which 
compresses the surface of the duodenum 
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is fibrous, dissection of the fibrous band 
may be all that is necessary to relieve 
the obstruction. 

Hope and Gibbons® report a high de- 
gree of duodenal stenosis due to fibrosis 
of the bowel in two cases of annular 
pancreas in children. Division of the an- 
nular pancreas failed to relieve the ob- 
struction and a subsequent operative 
procedure was necessary. 


Comment 


Annular pancreas should be considered 
as a possible entity in the newborn and 
in children, when symptoms of high in- 
testinal obstruction are present. The flu- 
oroscopic findings of compression of the 
second portion of the duodenum with 
the finding that no air has passed be- 
yond the second portion of the duode- 


num may establish the diagnosis of an- 
nular pancreas. In adults, the history of 
intermittent attacks of right upper ab- 
dominal distress with vomiting and the 
fluoroscopic finding of compression of 
the second portion of the duodenum 
should make one suspect the presence of 
an annular pancreas. 
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Annular 


syMproMs of duodenal or gastric ulcer in patients on corticosteroid 


therapy may be diminished or entirely absent before and after per- 


foration. Since giant perforations may occur and fail to heal with non- 


surgical treatment, early operation is recommended whenever possible. 


Death resulted in a 6-year-old boy and a 41-year-old woman, but satis- 


factory healing followed subtotal gastric resection in a 39-year-old pa- 


tient and simple closure in an 11-year-old girl. Steroids may have to be 


given immediately postoperatively, but the dosage should be gradually 


reduced. 
B. F. BENTON and FE. 
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Factors that 
promote health 
and well-being 
in later years* 
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Hi I hope you will all smile at the ridic- 
ulous situation I am in: I have agreed 
to talk on the topic of factors that pro- 
mote health and a sense of well-being— 
and in fifteen minutes! From a focus 
on an adolescent population in Exeter 
Academy, I am asked to translate this 
experience to the aging population, 
whose age limits shall remain undefined. 

But I shall be glad to talk to myself 
out loud, so to speak, because of my 
conviction that the greatest resource for 
health is the attitude of the individual 
toward himself, developed through his 
own self-knowledge, through insights 
into himself, acquired usually with some 
pain over many years. This attitude to- 
ward living is as inborn as the human 
instincts to survive and procreate; its 
expression appears in the basic emotions 
of love, hate, fear, grief, and desire, often 
so thinly separated. 

These emotions also appear in _ re- 
flections of our personalities as atti- 
tudes: of aggressiveness or apathy or 
dependency; of anger, jealousy, and 
hostility, or warmth and affection; of 
success, or frustration, or failure; and of 
happiness, resignation, or depression. 
Direction and control of these instincts 
and the development of the capacity to 
express and handle these basic emotions 
vary with the chance alignment of in- 
herited characteristics and external cir- 
cumstances. Our attitude toward our- 
selves and others is conditioned by the 
people we encounter in those early days 


*From a panel discussion on Resources for Health 
in Middle and Later Years, April 27, 1959, at the 
University of New Hampshire. The author is 
director of Lamont Infirmary, Phillips Exeter 
Academy, Exeter, New Hampshire. 
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when words mean least, and when the 
language of education is expressed in 
the attitudes of other people—mother, 
father, brothers and sisters, nurse, sitter, 
Later, when 
words take on meaning, ideas them- 


relatives, and teachers. 
selves—uttered by these people and oth- 
ers, spoken and visualized in TV, movie, 
theatre, and radio, or written in books— 
may further condition a healthy attitude, 
a healthy frame of mind, a state of men- 
tal health. Yet facility of words, verbal 
aptitude, and wits can later confuse un- 
derstanding by becoming the structure 
of defenses against a world, often all 
too unfriendly. 

Why might all this not be just an- 
other platitude? Why bother to restate 
the obvious? Undocumented figures that 
cannot be analyzed are unreliable; yet 
recurring figures from out-patient clin- 
ics and private practice tell us that 50 to 
70 per cent of patients who present 
themselves have symptoms secondary to 
emotional problems. They have sensa- 
tions as a consequence of poor function 
health and 
tough situations rather than disease. Re- 


and poor from attitudes 
stated, a wife’s parents, her husband, or 
her children are more likely to cause 
her indigestion than a gallstone, cancer, 
or ulcer. Another example: in a school 
of 750 boys, why is it always a group ol 
only about 75 who are recurrently in 
the infirmary? The explanation is more 
likely in their pattern of response to 
competitive pressure in a boarding 
hidden infection, 
lack of thyroid, vitamin deficiency, TB, 


school than in some 
or leukemia. At this age, the low statisti- 
disease reenforces the 
probability that theirs is a functional 


cal incidence of 


symptom of poor mental health. 

When with aging the symptoms of de- 
generative diseases are a_reality—and 
most of these symptoms can be only 
slightly modified—I submit that the at- 


692 


titude of the individual toward living, 
toward illness as well as health, is a 
major determinant in his care, a re- 


source to be observed, evaluated, and 
developed with as much concern as any 
diagnosis or prescription. What a finan- 
cial resource if the money spent on the 
exclusion of organic illness as a cause of 
complaints of poor function could be re- 
directed! What a figure this could be- 
come if the cost of unnecessary medi- 
cines were added! Though it would be 
a triumph of bookkeeping, wouldn’t it 
be amusing to take these dollars and re- 
channel them to a project to promote 
the mental health of a community of 
10,000 and compare the costs, the effects 
on incidence of illness and mortality, 
but, most of all, on the unhappiness of 
aging. Is there any evidence that the dis- 
ease rate or mortality among Christian 
who spurn medical 
much as possible, is any greater? Do 
life insurance companies consider Chris- 
tian Scientists a greater insurance risk? 


Scientists, care as 


Although seeing a doctor is not a cri- 
of ill health—and I am an en- 
thusiastic diagnostician and not a Chris- 
tian Scientist—I mean to imply that ill- 
ness, aging, and death are inevitably a 
part of life and that a healthy frame of 
mind towards these events, in sickness 
or health, is an individual attitude, the 
besides 
Furthermore, this attitude in any indi- 


terion 


result of many forces disease. 
vidual is perhaps the greatest resource 
available to those attempting to help 
that individual, young or old, sick or 
well. Though mine may be a different 
emphasis, I doubt that there are many 
who would disagree, but this is only part 
of our concern today. 

The critical question is whether any 
individual’s attitude can be deliberately 
cultivated, modified, or redirected by ef- 
forts of any one; can we promote the 
health of an 


mental individual or a 
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group of individuals such as an aging 
population? Whose are the criteria of 
improvement—the do-gooder, amateur 
or professional? the patient? his friends 
and relatives? ‘There are certainly many 
whose attitude has been hopelessly fixed 
in their earlier years, at least apparently 
sO. 

I once attended a panel discussion on 
mental health composed predominantly 
of psychologists, educators, and psychi- 
atrists, which was addressed by Mr. Leo 
Perles in his capacity as head of the 
Community Services Committee of the 
CIO. If I remember correctly, he named 
a working man’s greatest fears as loss of 
health, loss of job, loss of identity in a 
job, and loss of self-respect, and sug- 
gested that the labor movement had 
done more to promote the mental health 
of a population than psychological the- 
ories or mental health clinics or psychi- 
atric care. His point was, I think, well 
taken: you can’t talk subtleties of health 
to some one at submarginal economic 
existence, any more than you can talk 
insurance to any one who is too poor or 
not foresighted enough to have responsi- 
ble apprehensions. 

All of us are aware that professing to 
promote mental health doesn’t necessar- 
ily promote it. The mental health ban- 
ner is easily waved, for there are few 
who would oppose the side of good. But 
the war of words, and competition for 
priority among the do-gooders obscures 
the fact that the goal is not obtainable 
by any known method or combination 
of methods of approach. Let each per- 


son use the jargon of his training, his 
professional interest, and that ability for 
which he is paid a variable livelihood. 
In brief, let the public welfare worker 
“work for the public welfare,” let the 
teacher ‘“‘teach,’’ let the preacher 
“preach”; let the parents “bring up chil- 
dren,” and labor movements ‘benefit 
the worker’; let the psychologist and 
psychiatrist “treat,” let the nurse “nurse,” 
let the public health officer “work for 
the public health.” 

The purpose of this talk has been to 
encourage each of you, by your own 
abilities and by cultivating the atmos- 
phere of the group through which you 
work, to recognize in your effort that the 
greatest resource for a healthy frame of 
mind lies in understanding and develop- 
ing the individual’s own make-up, for 
which your interest in that individual, 
your own capacity for pleasantness, and 
your time are your most effective tools. 
There seems little doubt about the ca- 
pacity of the individual when we see 
him at his best. Our doubts about our 
abilities to change the aged and aging 
toward better individual mental health 
must persist until our technics to mobi- 
lize their resources for their own help 
can be better developed. But our doubts 
need not stifle our efforts; the purpose 
of such panels as this may be to allow 
each other a glimpse of the possible 
cumulative efforts—physical, psycholog- 
ical, economic, and social—to bring out 
the best in an aging individual. 

JAMES T. HEYL, M.D. 
Exeter, New Hampshire 


“Every man wants to live long, but no man would be old.” 
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Subcommittee on Aging 

TO THE EDITORS: 

It is apparent that the problems which con- 
front our older people are particular in na- 
ture. Adequate medical care, housing, and 
diet are goals sought by all of our people. 
Yet, for the majority of those of advanced 
years, these objectives have become increas- 
ingly more difficult to achieve. 

The solutions that have been offered to 
correct these problems are legion. Many of 
them have great merit. However, the fact 
_that so many solutions have been offered 
has tended to confuse the general issue. It 
is important that a thorough study be made 
to identify the major problems and the most 
appropriate solutions to those problems. 

The Senate Committee on Labor and 
Public Welfare has established a Subcom- 
mittee on Problems of the Aged and Aging. 
By virtue of Senate Resolution 65, it is au- 
thorized to undertake a comprehensive study 
of all of the questions related to the aged 
and aging. 

Because of the broad experience which you 
and your associates have gained in this field, 
we would most welcome your advice and 
counsel. We would welcome whatever inde- 
pendent observations you care to offer, and 
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we would appreciate your specific comment 
on the following: 

1. What are the major problems of the 
aged, and what priorities, if any, could be 
established in determining what the Federal 
government should do in meeting these 
problems? 

2. How well are existing agencies, private 
and public (Federal, State, local) , providing 
solutions for those problems? 

3. Specifically, is the role of the Federal 
government adequate as now practiced, or 
is there a need for additional action? If so, 
what should this be? 

4. Are there new ideas in this field which 
could, if effected, yield beneficial results to 
the aged? If so, please spell out what you 
have in mind. 

5. What do you think should be the roles 
of management, labor, health, and educa- 
tional groups in dealing with the problems 
of the aged? 

In commenting on these questions, please 
feel free to include your views on such mat- 
ters as prepayment health care, housing, in- 
come maintenance, recreation, preretirement 


planning, and so on. 


12, 
PAT MC NAMARA 
United States Senate 
Washington, D.C. 
EDITOR’S NOTE 

One of the greatest problems of the aged 
person, perhaps living with his wife on two 
small social security payments, is what to do 
when serious illness strikes. Thousands of old 
people now say, “We're all right, and we 
can get along on our little income, but, if 
one of us breaks a hip or gets a stroke, we 
are going to be in a bad way.” I don’t know 
how the problem can best be handled, but it 

must soon be studied and tackled. 

Another big problem which ought soon 
to be solved with compassion and honesty 
and lack of any desire to keep the aged from 
competing in the labor market is the prob- 
lem of insisting that an old couple live on 
their small social security payments when 
one or both of them could work and earn 
enough money to supplement their pay- 
ments so that they could live in some com- 
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fort. It seems stupid and unjust to take away 
from a man his social security payments sim- 
ply because he has gone out and earned a 
little more than a hundred dollars a month. 
What right have we to do that, especially 
when the man and his employer paid many 
dollars in the fund? Also, experts today feel 
that it is extremely important to our econ- 
omy that the millions of older people, as 
often as possible, earn their living. If they 
don’t earn their living, then younger people 
will have to earn it. Some day when work- 
ers find that they are being taxed unneces- 
sarily to support people who would prefer to 
work and not be supported, a few million 
people are going to be very angry. The only 
reason why the laboring people approve 
now of retiring older citizens and putting 
them on social security is that, in their 
simplicity, they think the government is 
paying the bill. If they ever discover that 
through taxes they are paying it, there is 
going to be an eruption. 

Certainly if I were in Congress, I would 
want to make a big fight not only for allow- 
ing old people on social security payments 
to earn as much as they can but also for 
the building of subcontracting shops in 
which they will be encouraged to work and 
earn money and produce. 

In common decency, we ought to ease 
the tax burden on many old people, not only 
the blind ones. I feel strongly that a man 
over 70 should not be taxed as heavily as 
a young man is. If he has money on which 
to live and has saved it through the years, 
he should be honored and not penalized as 
he now sometimes is. Why should we honor 
only the usual man who winds up at 60 
with nothing? 

Some day we must greatly ease the tax 
burden on old people who are crippled in 
health. In many cases we shouldn’t be tax- 
ing them at all because they need every 
nickel they have to get medical and hospital 
care. 

If I were a legislator trying to help the 
aged, I would do all I could to help those 
people who are setting up shops in which 
the aged can work and earn some money. 
Such shops are beginning to appear in big 
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cities, but there ought to be a thousand more 
of them. 

Another very helpful thing would be the 
establishment of special employment agen- 
cies designed to help the miilions of old 
people to find work. These people should 
be studied by experts to see what talents 
and trainings, abilities, and strengths they 
have. 

One of the very big things that should be 
done is to discourage industry from dismiss- 
ing many of their ablest and best and most 
useful employees simply because they have 
reached that age of 65. Most physicians can- 
not imagine anything more stupid. In order 
that younger men can come on up into man- 
agement as they want to do, all that is need- 
ed is to relieve many older employes of ex- 
ecutive responsibilities. At the Mayo Clinic, 
an older physician retires as “head of a de- 
partment” and becomes a “senior consult- 
ant.” 

Many experis today feel that so long as a 
man can perform some skilled job, such 
as putting the tiny lenses into a microscope, 
he should be allowed to work so long as he 
can place the lenses perfectly—even if he is 
80 and has lost one leg and one eye and his 
hearing in both ears. 

More studies will have to be made on the 
problems of giving good medical care to the 
aged. Probably in the future, homes or 
colonies for the aged will be built so close to 
a city hospital that the old man who has a 
hip fracture or a stroke can quickly be 
wheeled into the hospital. One of these days, 
some agency will arrange for panels of phy- 
sicians who will promise to take care of the 
aged for lower than average fees. 

Another problem that is now being at- 
tacked by insurance companies is that of 
giving old people insurance or continuing 
the insurance they have had for years. This 
is an important project. One of my associates 
at Mayo’s, who had a large income and good 
investments, was paralyzed and made into a 
silent imbecile by a stroke. Ten years in a 
hospital had cleaned out all his savings and 
left his wife dependent on charity. ‘They 
should have had insurance against such a 


catastrophic illness with a provision that 
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no payments be made for the first six months 
of a sickness. 

At present there is much interest in build- 
ing villages made up of low-rent apartments 
in which old people can live. There will be 
a central small hospital and a central dining 
room. Such colonies can solve many prob- 
lems, but already some elderly people are 
saying they don’t want to live all by them- 
selves; they want to have younger people 
about them. 

There is an increasing need for a type of 
institution which is a cross between an alms 
house, an old people’s home, a county hos- 
pital, and a mental hospital. Today, too 
many beds in mental hospitals are taken up 
by senile people who spend most of every 
day lying on their backs looking at the ceil- 
ing. These people should not be taking up 
expensive beds in general hospitals and men- 
tal hospitals. They do not need active medi- 
cal care, only custodial care. 

Another great need is for out-patient serv- 
ices given by hospitals. To illustrate, a pub- 
lic health nurse, a physical therapist, and a 
doctor will go about in a station wagon carry- 
ing the apparatus for physiotherapy and _re- 
habilitation. They will show the daughters 
or the wife of an old man how to take care 
of him; this will cut down greatly on ex- 
pense. 

Communities are learning that it will pay 
them well, when an old person falls and per- 
haps smashes a hip, to get an expert ortho- 
pedist quickly to operate. Then the city will 
pay a good rehabilitating team to get the 
old person quickly up out of his bed so that 
he can live with his family and go to meals, 
take a bath, and otherwise take care of him- 
self. In a little while, this pays off because it 
is cheaper than keeping the man in the city 
hospital. 

I hope these suggestions will be of help. 

WALTER CG. ALVAREZ, M.D. 


Amputation in the Aged 
rO THE EDITORS: 

I read with great interest the article on 
“Amputation in the Aged” by Dr. Bradley 
and his associates in the July issue of Geri- 


atrics, and agree with the authors that age 
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per se is not a contraindication to prosthetic 


fitting and training. However, every case has 
to be evaluated carefully on its own merits. 
There are many patients who, because of 
other complications, will do best with ade- 
quate training in a wheel chair. Amputee 
chairs should be used to prevent accidental 
tipping. Cardiovascular status, general bal- 
ance, and coordination have to be taken into 
account. As a rough rule, the patient should 
be able to ambulate on crutches before an 
expensive prosthesis is ordered. 

It is our belief, as of the authors, that 
patients with unilateral amputation should 
be started on a prosthesis even if circulation 
in the contralateral limb is poor. There is a 
good chance the patient will learn how to 
ambulate if first trained with one prosthesis. 
If such a patient has to start with two 
prostheses, his chance of ambulation is very 
poor. 

BRUCE B. GRYNBAUM, M.D. 
New York University .— 
Bellevue Medical Center 
New York City 


Every so often as the editors run onto poems 
or interesting statements of great writers— 
statements that express beautifully some of 
the facts about aging—we will quote them 
here. The following poem expresses perfectly 


the wondering of the aging person as to his 


way of going. 
My Soul Will be Impatient 


How will it come—that moment when the thread 
That we call life breaks and the soul is free? 
Will I have time to feel it straining taut, 

And think, “well, this is it?” And can I say 

A word of resignation and of faith? 

Will it snap suddenly, with only time 

For one quick, startled moment of surprise? 

Or slowly—with a peaceful, long-drawn breath, 
Phen gone? Until that time, I cannot know. 

I can face all of these, but would be spared 

The torturing death that science has devised, 
Keeping the drugged and pain-racked body here 
Beyond the will to live, or need for living; 
I would not linger with too long farewells, 


My soul will be impatient—let it go. 


RUTH L. CARD 
Wellesley, Massachusetts 


GERIATRICS, OCTOBER 1959 
































ait 


FY 
ETO, 
Fe RRGE cet 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


















Be 
4 - 
hiatal » ae 
rae tate 
iL hs 


Dts om te Gy ote ee Oe Caw 


Miltown® (meprobamate) + PETN 













| 
a 









Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 


Supplied: Bottles of 50 tablets. 


Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 


(Vigp? WALLACE LABORATORIES + New Brunswick, N. J. 





ITS 


CONTROL OF EMOTIONAL 


EXERTION with Miltrate 
leaves him more freedom 
for physical activity. 


IMPROVED CORONARY BLOOD 


SUPPLY with Miltrate 


increases his exercise tolerance. 





CML-9159-59 


*TRADE-MARK 


81A 











prom Curent; Literatures 4 


Special Problems of Surgery in the Aged 


O. EMFINGER, M.D., F.A. 


10-14, 1959. 


The high mortality 1 
gery for the 


need intensive 


aged il 


C.S. J.M.A. Alabama 29: 


ate in e1 


idicates 


nergency sur- 


that patients 


preparation to correct com- 


mon physiologic deficiencies. 


and related 


high-protein diet, tube 


and vitamin 


be used to 


injection. 


return bl 


avitaminosis must be 


feeding 


Malnutrition 


offset by a 


if necessary, 


Transfusions should 


od volume or hemo- 


globin count to normal. 


Close evaluation of possible 


kidney diseases, 


nary infectic 
tions should 


Ns, 


be 


| AYERST LABORATORIES, New York 16, NY. Montreal, Canada - 


cardiac and 


urinary tract and pulmo- 


and 


made 





82A 


as soon 


as surgery 


all common complica- 


is 
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agreed upon. When questioning or tests re- 
veal a cardiac condition, digitalization is ad- 
visable. However, the routine use of anti- 
biotics in preparing the geriatric patient for 
surgery is debatable. While continuing tem- 
perature elevation increases cardiac danger, 
on the other hand, sensitivity reactions, the 
development of resistant bacteria strains, 
and gastrointestinal complications brought 
on by the myocins sometimes offset the gains. 

For preoperative relief of pain, sometimes 
only a fraction of the sedation necessary for 
young adults will suffice in elderly patients. 
Twenty-five to 50 mg. Demerol along with 
a small amount of atropine or scopolamine 

(Continued on page 84A) 
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is often effective, as is Phenergan when used 





in place of a barbiturate. 

Two general observations on the geriatric 
surgical problem can be stressed: (1) while 
infant life expectancy has risen nineteen 
years for males and twenty-three for females 
since 1900, expectancy for those over 65 has 
risen only one and three years respectively 
and (2) specialized training of nurses for 
geriatric surgical care is lacking and is ur- 
gently needed. Too often nurses and doc- 
tors act on a policy of “sedation and neglect.” 


Drug Therapy of Hypertension in Old Age 
R. W. WILKINS. Postgrad. Med. 26: 59-63, 1959. 
Therapy of diastolic essential hypertension 
in elderly patients should moderate the di- 
astolic pressure gradually if treatment will 
make life more enjoyable or productive. II 
a trial of drugs does not serve these ends, 
treatment should be discontinued. 

Rauwolfia (reserpine) is the mildest hy- 
pertensive drug, particularly well tolerated 
by elderly patients. Rauwolfia is most useful 
when the initial pulse rate is rapid, since 
the drug slows the heart rate. Nasal stufh- 
ness may be counteracted by a nasal vaso- 
constrictor. ‘The increased gastrointestinal 
activity is beneficial to constipated elderly 
patients. Dosage is kept low: 100 mg. a day 
for the crude root, 8 mg. a day for the 
alseroxylon fraction, or 0.4 mg. a day for 
reserpine. 

Veratrum is frequently added to Rauwol- 
fia when the pulse rate is not slowed by 
Rauwolfia alone. Because of the bradycardic 
effect, or possibly more direct myocardial 
action, Veratrum has a digitalis-like action. 
The dosage is gradually increased to a feel- 
ing of heartburn or salivation. The dose for 
alkavervir is 10 mg.; for protoveratrine mix- 
tures of A and B, 1 mg.; and for pure 
protoveratrine A, 0.4 mg. a day. 

Chlorothiazide is a useful adjunct in pa- 
tients only partially relieved by other drugs 
or when actual or incipient congestive fail- 
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ure exists. The resistance many patients 
show to other hypotensive drugs is due to 
retention of salt and water; when chloro- 
thiazide is added, patients again become 
sensitive to the usual drugs. Chlorothiazide 
may produce hypokalemia with arrhythmia, 
particularly dangerous to patients with cor- 
onary insufficiency. The average daily dose 
is 750 mg., starting at 125 mg. after meals 
and at bedtime unless the evening dose 
causes too much nocturia. Potassium in the 
form of 1 tsp. of Triplex or 0.5 gm. potas- 
sium chloride is given for each 250 mg. 
chlorothiazide. 

Apresoline is not desirable for the average 
elderly hypertensive patient because the 
drug stimulates cardiac output, causes tach- 
ycardia, and increases angina pectoris. Myo- 
cardial ischemia may be produced even 
when the drug does not lower blood pres- 
sure. Ganglionic blocking agents should also 
be avoided because the extreme drops in 
blood pressure threaten coronary blood flow. 


Drug Absorption and Elimination as 
Guide to Rational Therapy in Bronchial 
Asthma 


L. H. TUREK, M.D. J. Indiana M. A. 52: 1121-1123, 
1959. 

Management of the acute, severe attack of 
asthma has hinged on the parenteral ad- 
ministration of aminophylline or epineph- 
rine until now. With the use of a hydro- 
alcoholic solution of theophylline, contain- 
ing 80 mg. of theophylline and 3 cc. of al- 
cohol in each tablespoonful, effective blood 
levels were rapidly achieved in a series of 40 
asthmatic patients ranging in age from 4 to 
62 years. Patients came from a private office 
practice, and those presenting complications 
were not included. 

Adults in emergency situations in which 
rapid attainment of therapeutic blood levels 
was necessary received one dose of 75 cc. (5 
tablespoonfuls) of Elixophyllin. In chronic 
conditions, maintenance therapy was begun 
at 45 cc. three times daily for the first two 
days and was then reduced in most cases to 
30 cc. three times daily. No symptoms of 
overdosage, such as nausea, were observed, 
even though the patients were advised to 
take the medication undiluted and on an 

(Continued on page 86A) 
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empty stomach. Children were given corre- 
sponding dosage on the basis of body weight. 

Excellent results were obtained in all pa- 
tients, with the most dramatic results being 
seen in acute attacks. Regular doses of Elix- 
ophyllin completely or partly suppressed 
wheezing, dyspnea, and coughing in patients 
with chronic asthma. 


Regional Lymphnodectomy as an Adjunct 
to Radiation Therapy of Carcinoma of the 
Cervix: 

A Preliminary Report 


R. A. KIMBROUGH, M.D. South M. J. 52: 
1959. 


674-678, 


Since the original treatment of carcinoma 
of the uterine cervix by vaginal hysterec- 
tomy in 1821 by Sauter, both the primary 
surgical approach to the disease and the use 
of radiation therapy have been popular at 
intervals. In the last decade of the past 
century, the radical hysterectomy was intro- 
duced and it was shown that only by total 
removal of every portion of the tumor spread 
could any cure be obtained. In 1912, Kelly 
and Burnham introduced the radiation treat- 
ment of cancer of the cervix, and gradually 
this became favored. Certain 


method sur- 


vival statistics became established by radio- 
therapists and gynecologists: limitation of 
the disease to the cervix carried a 75 per cent 
five-year survival rate; if questionably limit- 
ed, the survival rate dropped to 50 per cent; 
if invasion into the broad ligament was 
present, the rate dropped to 20 per cent. 

It became apparent that survival statistics 
were directly related to the involvement ol 
the regional lymph nodes in the various 
stages. Thus, to obtain better results, meth- 
ods of dealing with the regional lymphatics 
had to be introduced; present methods of 
radiation therapy were found to be incap- 
able of destroying cancer in the nodes in all 
cases. It is presently felt that the survival 
rate is not significantly greater with the use 


of the radical hysterectomy, and, in addition, 
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there is the ever present danger of damage to 
the ureters; hence, surgical extirpation is 
rarely elected even in the earliest lesions. 
In certain situations, such as in operable 
cancer of the cervical stump, if the vaginal 
vault is narrow; in pregnancy associated with 
the cervical cancer; and in the presence of 
adnexal masses, radical hysterectomy and 
lymphnodectomy are recommended as_ the 
primary methods of therapy. 

All the radical surgical procedures have 
been followed by external radiation. To de- 
termine the extent of spread of the lesion 
and since irradiation of the side walls of the 
pelvis is presently inadequate, bilateral ex- 
traperitoneal exploration with removal of 
the regional lymph nodes is done as the 
first step before radiation treatment is begun. 
After microscopic examination of the nodes, 
local application of radium in the cervical 
canal into the lateral vaults and full 
external radiation are begun. Thus a can- 


and 


cericidal radiation dose is given all structures 
midline, and the 
combination of lymphnodectomy and_ ex- 


4 cm. distant from the 
ternal roentgen treatment eradicates the dis- 
ease in all directions. 

The tumor dose given in the average pa- 
tient is 2,800 r. Using such methods of thera- 
py, 12 of 60 patients with stage I lesions 
had evidence of node metastases, as did 9 
of 24 patients with stage II lesions. Of 30 
patients with stage I disease, 86.7 per cent 
are well and without evidence of tumor 
three years after this method of therapy was 
initiated, and, of the 12 patients with stage 
II disease, 50 per cent are well. There have 
been 2 operative deaths in the total of 87 
patients. Ten per cent of the patients in the 
group have experienced transitory edema of 
one or both lower extremities. 


Present Clinical Applications of Diet 

to the Prevention of Ischaemic 

Heart Disease 

J. F. BROCK. Postgrad. M. J. 35: 216-217, 1959. 

In western variable that 

relevantly distinguishes the diet ol 
with 


civilization, the 
most 

people high incidence of ischemic 
heart disease from the diet of people with 
little such disease is the quantity and kind 
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of fat consumed. Certain unsaturated oils 





are thought to increase cholesterol excretion 
and even to sustain reduction of serum cho- 
lesterol over long periods. 

The recommendation has been made that, 
to increase life expectancy, patients-at-risk 
should: (1) reduce calories of fat to ap- 
proximately 25 to 30 per cent of the total 
caloric intake and (2) whenever possible, 
substitute unsaturated vegetable and marine 
oils for such saturated oils as animal fats 
and artificially hydrogenated fats. 

While too controversial to be recom- 
mended for all patients with atherogenesis, 
such dietary modification is urged specifical- 
ly in cases of myocardial infarction because 
of the seriousness and increasing prevalence 
of this disorder. Dietary therapy can be 
combined with principles of moderation and 
healthy living, together with newer chemical 
and surgical methods, to help ameliorate or 
prevent myocardial infarction. 


An Investigation of Abstract Behavior in 
Patients with Cerebral Vascular Accidents 
H. R. HAGUE. Am. J. Occup. Therap. 13: 83-87, 
1959. 

Injuries to the minor hemisphere of the 
human brain have not been definitely asso- 
characteristics. 


ciated with any — specific 


Many authorities have suggested that an 
organizational type of visual-motor perform- 
ance may be impaired with a minor hemi- 
sphere lesion. Occupational therapy implies 
performance by a patient. An impairment of 
abstract behavior implies a disturbance in 
the capacity level. Knowledge of the extent 
and level of the disturbance could suggest 
methods of approach for treatment. 

The Grassi-Block Substitution Test for 
Measuring Organic Brain Pathology was 
used on 15 patients manifesting physical in- 
volvement of the nonwriting hand following 
a cerebrovascular accident. Analysis of the 
test results indicates that a disturbance in 
abstract behavior was found in the majority 
of the patients. The nondominant hemi- 
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plegic patients demonstrated some difficulty 
with visual-motor tasks involving simple ab- 
stract reasoning. The patients also showed 
definite or complete failure on visual-motor 
tasks involving complex abstract reasoning. 
The difficulty in visual-motor performance 
appeared whether the task was performed 
with the involved or noninvolved extremity. 


How Chronic is Pulmonary Tuberculosis 

in the Elderly? 

J. SMITH. Brit. M. A. J. 5135: 1448-1451, 1959. 
Pulmonary tuberculosis in the elderly pa- 
tient is not always a chronic disease but fre- 
quently is of recent origin. 

In a series of 100 consecutive cases of pul- 
monary tuberculosis newly diagnosed in 
patients over 55 years, 49 had previous chest 
x-rays when they were more than 45 
old, of which 44.9 per cent (22) showed no 
evidence of intrapulmonary disease. Many 
of the patients had been studied by x-ray 
within five years of the diagnosis. It appears 
that a negative x-ray report in an older per- 
son is of limited value. 

Radiologic reports of bronchitic changes 
in the lungs of older people should be re- 
garded with reserve. Examination of the 
sputum for tubercle bacilli should be per- 
formed in these cases. “Unresolved” pneu- 
monias should be regarded suspiciously for 
tuberculosis and lung cancer. The family 
physician is the first line of defense against 
tuberculosis, since deviations from the nor- 
mal aging process are most likely to be de- 
tected by him. Even in the absence of res- 
piratory signs and symptoms, roentgenologic 
examination of the chest should be per- 
formed, regardless of a previous recent nega- 
tive film. If any abnormality has been noted, 
reexamination of the chest is most urgent, 
for inactive lesions may have reactivated and 
bronchitic changes by x-ray examination 
may be on a tuberculous basis. 


Sexual Potency in Aging Males 

A. L. FINKLE, T. G. MOYERS, M. |. TOBENKIN, and 

S. J. KARG. J.A.M.A. 170: 1391-1393, 1959. 

Men past 65 years of age demonstrate a 

progressively lowered interest and_ participa- 

tion in sexual activity. Sexual potency is 
(Continued on page 92A) 
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defined as the ability to activate emotional 





desire into erection and ejaculation during 
the sexual act at least once a year. 
Information regarding sexual activity was 
obtained from 101 men past 55 years of 
age during the course of a routine clinical 
history. Of the men between 55 and 69 years, 
33 (65 per cent) were sexually active, while 
only 17 (34 per cent) men over 70 years par- 
ticipated in the sex act. Great variation in 
frequency existed in the sexually active men 
at any age. Lack of desire was the major 
reason for lack of participation in the 
sexually inactive men. No difference existed 
between the activity of laborers as compared 
to “white collar” workers. Married men con- 
tinued active in sex longer than single men. 
Information regarding sexual potency is 
important in evaluating the effect of pros- 
tatic surgery on sexual activity. Of 8 patients 
with prostatectomy, 5 were sexually active, 
but the 3 inactive men had not been potent 
before surgery. Although many _ sociologic 
factors affect sexual activity, a gradual de- 
cline in interest and activity occurs after 


65 years of age. 


Cancer of the Base of the Tongue: 
Treatment by Radiotherapy 
M. LEDERMAN. J. Laryng. & Otol. 73: 279-288, 1959. 


Cancer of the base of the tongue is chiefly a 
disease of men beyond middle life. ‘The most 
common presenting complaint is a_ sore 
throat with associated dysphagia and_ the 
sensation of a lump in the neck. The poste- 
rior one-third of the tongue is anatomically 
and functionally part of the pharynx, and 
the tumor extends into the pharynx. In most 
patients with cancer of the base of the 
tongue, the tumor is well advanced, and me- 
tastases to lymph nodes have already oc- 
curred in three-fourths of the patients when 
first seen. Bilateral node involvement occurs 
in 25 per cent of cases. 

Histologic diagnosis of the type of tumor 
is helpful in determining prognosis and an- 
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ticipated response to therapy. The majority 
are squamous carcinomas, although the prog- 
nosis is much better for sarcomas. 

Radiotherapy is used almost exclusively 
to treat cancer of the base of the tongue, 
with x-ray therapy reserved for the most 
advanced tumors. Telecurie therapy, using 
various quantities of radioactive material, 
is the most frequently employed method. 
Radium is used in quantities varying from 
1 to 12 gm.; since 1952, a 10-curie cobalt 60 
source has been available, and a 1,500 curie 
cesium source is also now in use. 

Patients receiving x-ray therapy have been 
treated at 220 kV, and supervoltage x-ray at 
2 MeV have also been used. Local implanta- 
tion of radium or radon is used only occa- 
sionally and only as a supplement form of 
therapy. Bilateral cervical nodes are treated 
whether or not nodes are palpable. 

In the telecurie technics, multiple small 
fields are used; tumor doses of 6,000 to 7,000 
r are given in a six to eight week period. 
Tracheotomy and gastrostomy are performed 
only occasionally. If surgery is employed, 
it follows radiotherapy. In this study, the 
five-year survival rate was 14 per cent and 
the three-year rate, 24 per cent. The poor 
survival rate is related to the advanced age 
of the patients and the late stage at which 
they present for treatment as well as the 
radio resistance of many of the tumors. 


Relationship Between Diuretic and 
Antihypertensive Effects of Chlorothiazide 
and Mercurial Diuretics 
W. HOLLANDER, A. V. CHOBANIAN, and R. W. 
WILKINS. Circulation 19: 827-838, 1959. 
Both chlorothiazide and parenteral mercu- 
rial diuretics exert a hypotensive action in 
patients with arterial hypertension whose 
daily sodium intake is between 9 and 214 
mEq. This action is associated with a nega- 
tive sodium balance of 150 to 200 mEq. 
After the withdrawal of these compounds 
and in the presence of a restricted sodium 
intake, the hypotensive effect is maintained 
and is associated with a negative sodium but 
not a negative potassium balance. When 
fluorohydrocortisone is added to the chloro- 
thiazide, the hypotensive effect is still ob- 
(Continued on page 94A) 
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in peripheral vascular disease... 
direct, prolonged action 


In both vasospastic and occlusive peripheral vascular diseases, 
CYCLOSPASMOL is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 

control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud’s disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 

legs, and hands. 


VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA! 


Before CYcLOSPASMOL therapy—average skin temper- After CycLospASMOL therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands weeks)—average skin temperature of fingertips of 
both hands 
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Patient is 65-year-old woman suffering from peripheral vascular disease attended by 
vasospasm. Before CycLospAsMOL, skin temperature remains almost constant fol- 
lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 
when patient is on CYCLOsPASMOL therapy. 
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that 
maintain a lowered blood pressure in the 





tained indicating chlorothiazide can 


presence of unchanged body sodium. 


The natruretic and hypotensive effects of 
chlorothiazide are increased by the addition 
of a steroidal antagonist (SC-8109) to chlo- 
rothiazide. Neither chlorothiazide nor mer- 
curial diuretics have a hypotensive action 
in normal individuals in contrast to their 
effect in subjects with arterial hypertension. 
This that 


operate similarly against some arterial pres- 


suggests these compounds may 
sor mechanism; their antihypertensive effect 
is not solely due to sodium depletion. 


Pylons and Temporary Prostheses in the 
Rehabilitation of Lower Extremity 
Geriatric Amputees 

L. A. LEAVITT. South. M. J. 52: 778-782, 1959. 

\ trial of ambulation with a temporary pros- 
thesis or a pylon may be helpful in deciding 
whether to fit an elderly amputee with an 
artificial limb. 


Many patients in the geriatric age 


group 
have apparent contraindications to ambula- 
tion with an artificial limb. Factors evaluated 
are: (1) the state of the peripheral ves- 
sels; (2) metabolic diseases, such as diabetes; 
(3) psychologic aspects, such as motivation, 
insight, and cooperation; (4) general phys- 
ical condition; and (5) vocational and eco- 


nomic factors. 


An unfavorable situation in 3 of the above 
areas suggests that fitting with a prosthesis 
may be unsuccessful, uneconomical, or even 
dangerous. A temporary prosthesis may per- 
mit a trial of ambulation without commit- 
ment to a prolonged and expensive pros- 
thetic program. 

\ temporary prosthesis resembles the per- 
manent type with a fitted socket, a free knee 
joint, and a prosthetic foot and ankle. Cor- 
rect gait patterns can be used, and the tran- 
sition to a permanent appliance is easy. The 
pylon or peg leg has a socket, a stiff knee, a 
and a metal shank with a 


thigh corset, 
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crutch tip. The pylon is satisfactory for early 
trials but encourages poor walking habits 
and should not be used for more than four 
to six weeks. 

to the extremities, 
postural hy- 


Decreased blood flow 


disuse atrophy, muscle wasting, 
potension, and osteoporosis may result from 
prolonged recumbency. Prophylactic meas- 
ures may facilitate use of the prosthesis, 
while oscillating beds, refiex vasodilation, 
and Buerger-Allen exercises improve cir- 
culation. Tolerance of the upright position 
can be improved by the portable standing 
bed and elastic wrapping of the lower ex- 
tremities. 

Ambulation with a prosthesis requires less 
energy than ambulation with crutches and 
may be possible in a debilitated patient 
otherwise condemned to a wheel chair. Ad- 
ditional benefits occur in the uninvolved 
limb, for walking is one of the best meas- 
ures for preventing progressive arterial in- 
sufficiency. 


Drug Treatment of Depressive States 

P. KIELHOLZ. Canad. Psychiat. Assn. J. Vol. 4 Sup- 
plement, p. $129, 1959. 

Treatment which permits a causal or spe- 
cific therapy for melancholia is still not 
available; however, the drug Tofranil has a 
selective action on vital depressive states 
and a significant improvement begins within 
three to twenty days in 60 per cent of pa- 
tients. 

Even with Tofranil it is not possible to 
stop the melancholia at the very beginning of 
the phase. In half of the patients reacting 
favorably to ‘Tofranil, suppression of the 
depressive symptoms is achieved. If treat- 
ment is discontinued before remission of the 
phase, the depressive symptoms reappear. 

In forms of depressive phases which do not 
respond to Tofranil therapy, an improve- 
ment can sometimes be brought about by 
combining the drug with electroshock or, in 
anxiety-depressive states, by combining it 
with neuroplegics. 

\mphetamines are contraindicated in en- 
dogenous depressive states since, in agitated 
forms, they increase the anxiety and unrest, 
while, in retarded melancholias, they often 

(Continued on page 98A) 
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lead to internal excitement and sometimes 





initiate severe episodes of fear which increase 
suicidal tendencies. Moreover, these drugs 
increase physical weakness by reducing the 
period of sleep and decreasing the appetite. 

Anxiety and unrest can be relieved suc- 
cessfully with neuroplegics. Tension is re- 
duced and tranquillity achieved, so that the 
patients acquire a certain remoteness from 
the burden of their depressive fantasies and 
suicidal impulses. However, the basic de- 
pressive mood still persists. 

Iproniazid and its derivatives strengthen 
driving power and also increase appetite. 
Unfortunately, an effective dose over a con- 
siderable period sometimes causes such per- 
sistent circulatory collapse that the drug must 
be abandoned. 


Prophylactic Planing of the Aged 
Patient for Cancer of the Skin 


J. W. BURKS. J. Louisiana M. A. 111: 169-174, 1959. 


Dermabrasion improves appearance of se- 
nile skin, removes precancerous keratoses 
and early epitheliomas, and delays new ker 
atoses and cancer in apparently normal skin 

A mixture of ethyl chloride and dichloro 
tetrafluroethane is used for local anesthesia. 
Abrasion is accomplished with a high speed 
rotary wire brush of the Kurtin type. Coarse 
diamond fraises are used for superficial ker- 
atoses and areas involving hairline, ears, 
eyes, nose, and mouth. Epithelial tissue is 
readily removed by planing without heavy 
pressure, while normal connective _ tissue 
offers resistance to the instrument. Since 
treated areas heal without scarring, 
areas may be planed. Within a few hours 


large 


after therapy, epithelium begins to regener- 
ate. Epithelialization is complete in seventy- 
two hours in some cases. The face is the 
most favorable anatomic site for planing. 
The thin, mobile skin of the dorsum of the 
hand with its few appendages responds with 
delayed healing and less desirable cosmetic 
results. 
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When multiple keratoses mark an area 
such as the nose, the whole nose is planed. 
Advanced keratoses must be biopsied before 
planing to detect malignant change and as- 
certain the depth of planing necessary. 

Healing of radiodermatitis after planing 
depends upon appendiceal epithelial regen- 
erative sites remaining. Scars without ap- 
pendages are not improved cosmetically by 
planing since healing must occur from the 
edges. Large scars are cobblestoned with 
punch grafts and subsequently planed. 

Early, superficial, nonulcerated basal cell 
epithelioma is acceptable for planing as are 
areas affected by Bowen’s disease, superficial 
epitheliomatosis, benign cystic epithelioma, 
syringoma, and cylindroma. Lesions must be 
biopsied for classification and estimation of 
depth. Recurrence rates have been no great- 
er after planing than after other treatments, 
while cosmetic results have been better. 

Results of over 500 planings are encour- 
aging for cosmetic and prophylactic results. 
Some patients observed as long as four years 
after planing show no recurrence of kera- 
toses. 


Use of a Calcium Chelating Agent 
(NaEDTA) in Cardiac Arrhythmias 

B. D. COHEN, N. SPRITZ, G. D. LUBASH, and A. L. 
RUBIN. Circulation 19: 918-927, 1959. 

In 14 cases of cardiac arrhythmias, the che- 
lating agent, disodium ethylene diamine ace- 
tate (NaEDTA), was given intravenously. 
Both supraventricular and ventricular ar- 
rhythmias were included. Digitalis had been 
given in various amounts previously in 13 
instances. Digitalis and calcium act syner- 
gistically on the myocardium. The chelating 
agent was given in an attempt to rapidly 
bind the serum calcium and reduce the 
digitalis effect; the arrhythmia might thus 
be abolished. 

A poor relationship exists between the 
dose of NaEDTA, the decrease in serum 
calcium, and the clinical response. Supra- 
ventricular arrhythmias did not respond re- 
gardless of the status of digitalization or 
level of potassium. False positive and nega- 
tive results occurred in ventricular arrhyth- 
NaEDTA_ reversed digitalis-induced 

(Continued on page 100A) 
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ventricular tachycardia in 5 patients. Thus 





NaEDTA is a poor guide to the degree of 
digitalization but may be valuable in the 
treatment of digitalis-induced ventricular 
arrhythmia. 


Waldenstrém’s Macroglobulinemia 

M. E. CONRAD, H. S. RAMOS, D. L. HOWIE, and 
W. H. CROSBY. M. Ann. District of Columbia 28: 
193-199, 1959. 

Macroglobulinemia is a rare chronic disor- 
der seen most commonly in elderly Cauca- 
sian men and characterized by an increased 
sedimentation rate, elevated serum globu- 
lins, and serum protein of a high molecular 
weight. 

The patients’ initial symptoms are fre- 
quently vague, consisting of weakness, weight 
loss, exertional dyspnea, and lassitude. Hem- 
orrhagic tendencies consisting of epistaxis, 
bleeding gums, purpura, and retinal hemor- 
rhages with subsequent anemia are usually 
the complaints which alert the physician to 
the existence of a serious underlying condi- 
tion. Thrombocytopenia, a deficiency of ac- 
celerator globulin, an abnormal prothrom- 
bin time, and a defect in fibrin formation 
are frequently demonstrable. 

The demonstration of macroglobulins by 
ultracentrifuge studies is essential to the 
establishment of the diagnosis of Walden- 
strom’s_ macroglobulinemia. Lymphadenop- 
athy and hepatosplenomegaly may make the 
differentiation from chronic lymphocytic 
leukemia difficult. 

A normocytic anemia is common, §al- 
though a microcytic and hypochromic type 
or hemolytic anemia can occur. The bone 
marrow frequently shows an increase in the 
lymphoid or plasma cells, and tests which 
measure abnormal globulins are elevated. 

Treatment of primary macroglobulinemia 
is essentially ineffective. Transitory improve- 
ment has been reported following the use of 
nitrogen mustard, urethane, amidin 2834-37, 
and cortisone and subsequent to splenec- 
tomy. Radioactive gold or radioactive phos- 
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phorus fails to alter significantly the basic 
disease. Warm tropical or semitropical cli- 
mates seem to offer the most benefit to these 
affected patients. 


Experimental “Senile” Osteoporosis 

J. F. MCCLENDON and J. GERSHON-COHEN. Am. 
J. Roentgenol. 82: 300-302, 1959. 

Senile osteoporosis may stem from _ pro- 
longed calcium-deficient diets early in life as 
well as from lowered output of sex hor- 
mones and immobilization. 

Weanling rats were fed a diet low in cal- 
cium and vitamin D for a period of four 
months, an interval going well into maturi- 
ty. Rats adapt to a lowered calcium intake 
at dietary calcium levels of .185 per cent 
and above. When the calcium falls below 
.185 per cent, the rat cannot adapt, even if 
growth rate decreases. The result is osteo- 
porosis. 

Although a low calcium diet fed to wean- 
ling rats produces osteoporosis on roentgen- 
ograms in two months, the same diet fed to 
old rats produces no notable changes in six 
months. A weanling rat has about 300 mg. 
of body calcium, while an old rat has more 
than 5,000 mg. The daily loss of 3 mg. on a 
low calcium diet would render the weanling 
rat calcium-free in one hundred days. More 
than a rat’s lifetime of four and one-half 
years would be needed for the old rat to lose 
all body calcium. 

Not only are hormones and vitamins es- 
sential to prevent or cure osteoporosis but 
calcium is also necessary, and should be 
given over a large fraction of the life span. 


Psychiatric Aspects of Aging 
D. BLAIN, M.D. GP 20: 85-89, 1959. 


The many emotional problems confronting 
the aging are best handled by the general 
practitioner well versed in psychologic medi- 
cine and willing to see the patient in the 
perspective of his total environment. The 
aged have problems threatening livelihood, 
relationship to children, and the attitude of 
a world which tends to discard people at an 
earlier age. ‘The reaction to such problems is 
often depression, and the apparent deteri- 
oration of the older person may be more a 
(Continued on page 102A) 
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matter of reactive depression than brain 
damage caused by arteriosclerosis. 

Responses to a survey of 3,500 national 
leaders by the American Psychiatric Asso- 
ciation brought out the need for general 
physicians schooled in psychologic medicine 
and sympathetic of patients’ total problems. 
Illnesses occurring in older people often 
have a large psychologic component because 
of the older patient’s fear of severe dis- 
ability from a trivial illness. The support of 
the doctor himself at the time may do much 
to prevent deterioration. Often, the most ef- 
fective medication to an elderly patient is 
the advice and encouragement of a sympa- 


thetic physician. 


Stasis Ulcer 


B. B. KAYE. Am. Surgeon 25: 151-155, 1959. 


Stasis ulcer results from a state of ambula 
tory venous hypertension that is secondary 
to irreversible damage to the superficial, 
deep, and communicating veins of the lower 
extremity. 

Treatment of this disease comprises one 
or a combination of the following: 

@ Local therapy employing local medica- 
tion which is simple to use, nontoxic, and 
nonsensitizing. 

@ Elevation and compression of the lowe1 
extremity. Compression by elastic suppor- 
tive bandages or stockings reduces lymphe- 
dema and forces venous flow into the deeper 
system. Unna’s paste boot and its modifica- 
tions prevent excessive external secretion. 

@ Surgical ligation and stripping. 

@ Excision of the ulcer and skin grafting. 
This includes block excision with split or 
full thickness graft or pedicle graft. Grafting 
may be employed at time of excision or 
secondarily at a later date. 

@ Fascial stripping to permit tissue fluids 
to drain cephalad. In addition, this permits 
muscle tissue to come in direct contact with 


the skin, thus allowing muscular contrac- 
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tions to aid sluggish lymphatics and increase 
venous flow. 

@ Saphenous neurectomy may be indicat- 
ed for saphenous neuritis. 

@ Sympathectomy may be of aid in re- 
foot 
blue, pulses poor, and sweating excessive 


current ulcers when the is cold and 
and if previous novocaine lumbar block pro- 


duces a marked rise in skin temperature 


and improvement in color. 


Hyalinization of the Islets of Langerhans 
in Nondiabetic Individuals 
E. T. BELL, M.D. Am. J. Pathol. 35: 801-805, 1959. 


Although hyalinization of the islets of Lang- 
erhans does not necessarily cause diabetes, 
the occurrence of hyaline islets is believed 
to be related to diabetes because of its high 
incidence in diabetic individuals at autopsy. 
Hyaline islets occur increasingly in non- 
diabetic individuals with advancing years 
but with a vastly lower incidence than in 
diabetics. 

diabetes is 


Unrecognized or potential 


more common in men than in women be- 
cause of the higher incidence of hyaline 
islets in nondiabetic men. 

Microscopic examination of the pancreas 
was made in 3,959 nondiabetic patients over 
20 years of age, and results were compared 
to those of 1,661 diabetics in respect to the 
degree and incidence of hyalinization of the 
islets. In both islets in- 


groups, hyaline 


with age but 


diabetic 


creased reached a maximum 


at 60 in the group, whereas the 


incidence was highest amongst the non- 
diabetics in the ninth decade. The ratio of 
hyaline islets of diabetic males in the fifth 
decade to nondiabetics was 18 to 1, and the 
ratio was even higher in females. Hyaline 
islets occur with equal frequency in mild or 
severe diabetes. The occurrence of hyaline 
islets in clinically nondiabetic individuals 
may indicate potential or unrecognized di- 


abetes. 


Evaluation of Certain Drugs in 
Geriatric Patients 
D. B. ROBINSON. Arch. Gen. Psychiat. 1: 41-46, 1959. 


The use of chlorpromazine, reserpine, and 
pentylenetetrazol (Metrazol) will not effect 
(Continued on page 104A) 
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oxytetracycline with glucosamine 


O720 atvel OF BI Dre 
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provide highly effective antibacterial serum and tissue levels for 
prompt infection control. 


The unsurpassed record of clinical effectiveness and safety established for 
Terramycin is your guide to successful antibiotic therapy. 


Supply: 
Terramycin Intramuscilar Solution* 
100 mg./2 cc. ampules 250 mg./2 cc. ampules 


Cosa-Terramycin Capsules 
125 mg. and 250 mg. 


Cosa-Terramycin is also available as: 
Cosa-Terramycin Oral Suspension — peach flavored, 
125 mg./5 cc., 2 oz. bottle 


Cosa-Terramycin Pediatric Drops — peach flavored, 
5 mg./drop (100 mg./cc.), 10 cc. bottle with plastic calibrated dropper 


Complete information on Terramycin Intramuscular Solution and 
Cosa-Terramycin oral forms is available through your Pfizer Representative 
or the Medical Department, Pfizer Laboratories. 


*Contains 2% Xylocaine® (lidocaine), trademark of Astra Pharmaceutical Products, Inc. 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co. 
Brooklyn 6, N. Y. 








digests (Continued from page 102A) 


damage seemed to respond better than those 
with advanced deterioration. A tendency to 
lower the level of functioning in many pa- 
tients was observed with each of the medica- 





any significant improvement in the groups 


of senile patients found in state hospitals. 


No statistically significant 


beneficial effects were demonstrated 


differences 
when 


tions compared to spontaneous deterioration 
observed in the group receiving the placebo. 


Undesirable side effects were most preva- 


lent among patients receiving chlorproma- 


m zine and included inertia, skin reactions, 


jaundice, and pallor. 


changes induced by use of the three drugs 


were compared with effects of a placebo in 


senile female patients studied at the 


chester, Minnesota, State Hospital. 


\ few isolated patients receiving drugs 
showed sustained improvement to a degree 
net seen in the group receiving the placebo. 
These cases were fairly evenly distributed 
among the groups receiving the three drugs. 
Improvement during the first six weeks of 
therapy observed in 8 patients was followed 
by regression to control levels when drug 
therapy was continucd for another six weeks. 


Patients with the least degree of organic 











Mount Vernon, N.Y 


Physiologic Bases for the Treatment of 
Pulmonary Edema 


D. M. AVIADO, JR., M.D., and C. F. 
J. Chronic Dis. 9: 495-509, 1959. 


Ro- 


SCHMIDT, M.D. 


Aside from relieving anoxemia, physiologic 
therapy of acute pulmonary edema should 
aim to correct the main factors involved in 
this condition—increased capillary pressure, 
reduced blood oncotic pressure, and in- 
creased capillary permeability. At present, 
therapy is primarily concerned with decreas- 


ing pulmonary capillary pressure by de- 


(Continued on page 106A) 











In “burns, ulcers and sloughing wounds...a decrease in purulent 
material, cleaner granulation tissue and an increased rate of epitheli- 
zation...[Panarit] proved to be a successful chemical débriding agent 
...no effect on viable tissue, and the complications were relatively 
few in number and were never serious.” 

Katz, R. |.; Reese, J. W., and Byrne, J. J.: Am. J. Surg. 95:102, 1958. 





@ effective wound cleansing and healing 


@ well tolerated and convenient for 
outpatient use 


@ economical for hospital and patient 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) » For complete informatior vee your Physicians’ Desk Reference 
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Triamcinolone Diacetate LEDERLE 


QIerSIMtSrarll 


for 
intra-articular and intrasynovial 
injection 


lhen systemic therapy is contraindicated e when systemic corticosteroids produce serious side effects 
| . . . ote . . . . . 
| Secure quick relief in one or two joints e for use in conjunction with orthopedic procedures 


Indications: rheumatoid arthritis; osteoarthritis; bursitis; peritendinitis; 
ganglion; intermittent hydroarthrosis; epicondylitis and related conditions. 
ARISTOCORT Parenteral contains: 25 mg. per cc. of ARISTOCORT® 
Triamcinolone Diacetate micronized; polysorbate 80 U.S.P.0.10%; 
benzyl alcohol 0.95%; benzalkonium chloride 0.01%; sorbitol 
solution N.F. 84.83%, and water for injection q.s. 100%. 
All precautions required for intra-articular and intrasynovial 
administration of other corticosteroids should also be observed 
with ARISTOCORT Parenteral. 
Complete information on dosage and administration is included 
in the package circular. 
Supply: Vials of 5 cc. (25 mg. per cc.) 


fle) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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creasing pulmonary blood flow (venesection, 
tourniquets, morphine, ganglion-blocking 
agents) ; increasing contraction of a failing 


myocardium (digitalis, aminophylline) ; di- 


lation of pulmonary blood vessels (ganglion- 


blocking and adrenergic blocking agents, 


aminophylline, and certain sympathomimet- 


ic amines); and decreasing fluctuation in 


intrathoracic pressure (morphine and bron- 
chodilators such as aminophylline and_ iso 
proterenol). 


\noxia is corrected by oxygen, aerosol] 


antifoaming agents, and positive pressure 


breathing. Danger of pulmonary edema 


from hyperoxia is remote in human sub- 
jects. Even 100 per cent oxygen would not 


raise the oxygen tensicn in the alveoli to 


dangerous levels when edema fluid persists. 


Ganglion-blocking agents include tetra- 


ethylammonium bromide, hexamethonium 


bromide, trimethaphan camphor sulfonate 
(Arfonad) dibromide 


and azamethonium 


(Pendiomide) . 


The agents reverse edema 
by 1) bronchodilation through vagal paral- 
ysis, 2) pulmonary vasodilation by paraly- 


sis of sympathetic innervation, 3) increased 
cardiac output, 4) pulmonary arterial hy- 
potension, and 5) systemic hypotension 
which may improve left ventricular empty 
ing. Since systemic arterial hypotension may 
be a dangerous side effect if the patient is in 
shock prior to therapy, short-acting trimeth- 
sulfonate is the safest 


aphan camphor 


available ganglion-blocking dri Excessive 


Oo 
1g. 


amounts of ganglion-blocking drugs may 
lead to pulmonary edema. Other drugs are 
deficient in one or more of the actions of 
ganglion-blocking agents, limiting their use- 
fulness to some forms of edema. 

treatment of 


Hope of improvement in 


pulmonary edema lies in (1) sympatho- 


mimetic drugs, such as compound 45-50, 
which dilate pulmonary vessels while con- 
stricting systemic vessels; (2) agents decreas- 
ing permeability of pulmonary capillaries: 
and (3) procedures increasing the colloidal 
osmotic pressure of the blood. 
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Clinical Comparison of the Berens- Tolman 
Ocular Hypertension Indicator with the 
Schidtz Tonometer 

W. W. JOHNSTONE. Arch. Ophth. 62: 103-105, 1959. 
When suitably adjusted, the Berens-Tolman 
ocular hypertension indicator (OHI) is ac- 
curate in detecting early intraocular hyper- 
between the 
OHI and the Schidtz tonometer demonstrate 


tension. Correlation studies 
a high degree of accuracy. 

The OHI is of small size, durable, simple 
to use, and relatively inexpensive. However, 
since the OHI scale must be read from above, 
the instrument must be adjusted to the pa- 
tient’s eye largely by the sense of touch, 
which requires practice. 

The false negative rate may be reduced 
to about 4 per cent by readjusting the scale 
to read normal at 0.225 mm. corneal indenta- 
tion, which represents 4.5 on the micrometer. 
Comparison data, using both the OHI and 
the Schiétz 1,000 
that 
the ocular indicator is a useful and accurate 


instrument. 


tonometer in a series of 


tension determinations, demonstrate 


Cholestasis Produced by the 
Administration of Norethandrolone 


E. J. CHESROW. Clinical Conferences, Oak Forest Hos- 
pital of Cook County, Illinois, 1957-1958, pp. 135- 
140. 

Cholestasis may develop in patients taking 
norethandrolone or Nilevar. The drug is 
used to improve protein nutrition and to 
bring about weight gain in malnourished 
or debilitated patients. 

Twenty-seven patients with chronic dis- 
ease were given 60 mg. daily of Nilevar for 
three to five weeks. A battery of liver func- 
tion tests was given before and after each 
week of the treatment. The patients were 
examined daily and weighed weekly. A liver 
biopsy was done before and following the 
period of therapy. 

Cholestasis or bile pigment in the genera- 
tion of hepatic cells and von Kupffer cells 
and cytoplasmic degeneration of the liver 
cell cytoplasm developed in 4 patients after 
Nilevar Thirteen 
evidenced mild nonspecific reactive hepatitis. 


administration. patients 


(Continued on page 110A) 
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ite DECABAMATE links the action of DECADRON®, 
the most potent and effective of the antiallergic 
steroids, with the most widely accepted 
and well tolerated of the muscle-relaxant 
tranquilizers, meprobamate .. . 
“q By treating more of the patient more effectively, 
DECABAMATE can often make the difference 
ng between disability and employability in many 
= asthmatic and other allergic conditions. 
to 
ed Dosage Range: One or two tablets t.i.d. or q.i.d. 
Supplied: As scored yellow tablets providing 0.25 mg. 
Lis- DECADRON plus 200 mg. meprobamate; bottles of 100. 
for Additional information on DECABAMATE is available to the 
nc- physician on request. 
ach 
ere t Asthma, allergic rhinitis, serum sickness, 
see drug sensitivity, and laryngeal edema. 
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in patients of every age 


encourages 
natural 
bowel 
qubetcinleyel 





Agoral is the safe, effective 
laxative for all your 
patients. Taken at bedtime, 
pleasant tasting Agoral 
works gently overnight, 
without disturbing sleep, to 
produce a normal bowel 
movement in the morning. 


agoral 


the gentle laxative 


MORRIS PLAINS, WI 
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All but 2 of the 27 


lto 9 pounds. 





patients gained from 


A control group of 28 patients with 
chronic disease received a tranquilizing drug 
and did not exhibit cholestasis. 

The presence of pre-existing hepatic dam- 
age does not appear to be a factor in the 
development of cholestasis, but it may de- 
termine its severity. The degree of choles- 
tasis seen histologically is not correlated 
with clinical or laboratory features. A serum 
transaminase activity above 150 units or an 
elevation of the serum bilirubin level is an 
indication to stop the drug. 


Pleural Effusions Following Supervoltage 
Radiation for Breast Carcinoma 

A. L. BACHMAN and K. MACKEN. Radiology 72: 
699-709, 1959. 


Pleural effusion may follow high voltage 
radiation for breast carcinoma and not nec- 
essarily mean metastases have developed. A 
review of 200 patients with breast carcinoma 
receiving 2-million-volt radiotherapy reveals 
pleural effusion developed in 11 within six 
months. In all patients with radiation effu- 
sion an associated radiation pneumonitis 
was present. No malignant cells were ob- 
tained from the pleural fluid obtained at 
thoracentesis. In 4 patients, the effusion dis- 
appeared spontaneously by the end of two 
years. The amount of fluid appeared to re- 
main the same in six patients with one to 
three year follow-up examination. 

With the advent of supervoltage therapy, 
the differential diagnosis of metastatic and 
postirradiation effusion is important. The 
condition can be considered to be a re- 
sponse to radiation if the pleural effusion 
occurs within six months accompanied by 
pneumonitis and there is no effusion on the 
opposite side. 

If pleural effusion is always considered to 
be secondary to metastases, many patients 
with radiation effusion will be given addi- 
tional radiotherapy. 
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he picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d.’ 


len anginal episodes persist in spite of E.C.G. 
dence of ‘good recovery” from myocardial 
arction, METAMINE SUSTAINED provides ideal 
itective medication. In fact, METAMINE 
STAINED protects many patients refractory to 
ler cardiac nitrates,? reducing the number and 
rity of anginal attacks, or eliminating them 
rely. Dosage is easy to remember: ‘‘1 tablet 
arising, and 1 before the evening meal.” 


th tablet of METAMINE SUSTAINED slowly 
lkases 10 mg. of aminotrate phosphate 
EMING), the long-acting coronary vasodilator 


sfelder, F 
therapy, 3: 1956. 


Xase history 4/35. Personal communication. 2. Fuller, H. L. and Kassel, L.E.: Antibiotic Med. & Clin. 


virtually free of nitrate side effects (nausea, head- 
ache, hypotension).2 And, when you prescribe 
METAMINE SUSTAINED your angina patient will 
need less nitroglycerin and thus remain fully 
responsive to that vital emergency medication. 


Supplied: bottles of 50 and 500 sustained-release 
tablets. : METAMINE (2 mg.); METAMINE (2 mg.) 
WITH BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg. ) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes. Leeming f Co Su New York 17. 


I tablet 
all night 

















Nutrition Lectures Scheduled 

The Philadelphia Home for the Jewish Aged, 
in co-operation with the Philadelphia Coun- 
ty Medical Society and the National Vitamin 
Foundation, will sponsor three lectures on 
nutrition and metabolism as they relate to 
specific medical problems of the aged. On 
October 11, Dr. Robert W. Hillman, New 
York City, will discuss “The Geriatric Pa- 
tient—Nutritional Requirements.” On No- 
vember 11, Dr. Herbert Pollack, New York 
City, will speak on “General Therapeutic 
Nutrition with Emphasis on Obesity.” On 
December 9, Dr. Richard W. Vilter, Cin- 
cinnati, Ohio, will speak on “The Relation 
of Nutrition to Cardiovascular Disease.” 


Psychosomatic Medicine Meeting 

The Academy of Psychosomatic Medicine 
will hold its annual meeting October 15 to 17 
at the Hotel Sheraton-Cleveland, Cleveland, 
Ohio. It has been specifically planned for 
the psychosomatic orientation of the general 
practitioner, internist, pediatrician, obstetri- 
cian, and other non-psychiatric physicians. 
Phere will be symposia on psychopharma- 
cology, anxiety, mental drug therapy, psy- 
chotherapy for the non-psychiatrist, and de- 
pression. For information write to Zale A. 
Yanof, M.D., Program Chairman, Academy 
of Psychosomatic Medicine, 2282 Ashland 
\v., Toledo 10, Ohio. 


Heart Research Parley 
The seventh annual Heart-in-Industry con- 
ference will be held October 16 at the Sher- 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


man Hotel, Chicago. The theme is “Heart 
Research in Industry” and the conference 
will focus on the significant contributions 
that industry can make in collaboration 
with medical science. For reservations write 
to the Association of Commerce and Indus- 
try, 30 W. Monroe St., Chicago 2. 
@ 


Mental Hospital Institute to be Held 

The eleventh Mental Hospital Institute will 
be held October 19 to 22 at the Hotel Statler, 
Buffalo, with The Psychiatric Problems of the 
Aging and of the Aging Mental Defective as 
the major topic of discussion. 

On October 20, Dr. Leo H. Bartemeier will 
give the keynote address on the main topic, 
and Dr. Ewald W. Busse will discuss Clinical 
Problems Underlying Administrative Prac- 
tices in Treatment and Care of the Aging 
Patient, with pilot groups and the main 
group discussing individually the main theme 
of the Institute. 

The following day, the main group will 
consider Liberalization of the Care of the 
Mentally Il] and the Mentally Deficient; and 
6 simultaneous sessions will be devoted to 
discussion of The Medical Audit, Roles of 
the Psychologist and the Social Worker, Em- 
ployees’ Organizations and Unions, Eugenic 
Practices in Hospitals for the Mentally Ill 
and Mentally Deficient, ‘The Present Status 
of the Open Hospital, and Remotivation. 

On the morning of October 22, the Insti- 
tute will feature a full plenary session for 
pilot groups and the main group, at which 
leaders of the pilot groups will present re- 
ports of their individual deliberations on the 
main topic. 


© 

Italian Society to Meet 

The Societa Italiana di Gerontologia e Geri- 

atria will hold its Eighth National Congress 
(Continued on page 114A) 
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Overwhelming evidence’ proves: 





WITHOUT — RESTRICTIONS " 





capsules 
In a recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.’”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


Each VASTRAN FORTE Capsule contains: nico- 
tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 
riboflavin, 2.56 mg.; thiamine mononitrate, 5.0 
mg.; pyridoxine hydrochloride, 0.5 mg.; calcium 
pantothenate, 2.5 mg.; cobalamin concentrate 
(vitamin B,. activity), 10.0 mcg. Dosage: Initial 
Dosage—2 capsules four times a day after meals 
for twelve weeks. Thereafter dosage should be 
adjusted according to response. Maintenance 
requirements may vary from 1 capsule q.i.d. to 
4 capsules q.i.d. Supply: Bottles of 100. 

WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


Bibliography: 1. Parsons, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. 103:783, 1959. 2. Parsons, W. B., Jr., and 
Flinn, J. H.: J.A.M.A. 165:234 (Sept. 21) 1957. 3. O'Reilly, BR O.: Canad. M. A. J. 78:402 (March 15) 1958. 4. Altschul, R., 
and Hoffer, A.: Arch. Biochem. 73:420, 1958. 5. Achor, R. W. RP; Berge, K. G.; Barker, N. W, and McKenzie, R. F: 
Circulation 17:497, 1958 6. Altschul, R., and Hoffer, A.: Circulation 16:499, 1957. 7. Hoffer, A., and Callbeck, M. J.: 
J. Ment. Sc. 103:810, 1957. 8. Parsons, W. B., Jr., and Flinn, J. H.: Circulation 16:499, 1957. 9. Achor, R. W. PB; Berge, 
K. G.; Barker, N. W,, and McKenzie, B. F: Circulation 16:499, 1957. 10. O’Reilly, PB O.; Demay, M., and Kotlowski, K.: Arch. 
Int. Med. 100:797, 1957. 11. deSoldati, L.; Stritzler, G., and Balassanian, S.: Prensa méd, argent. 44:3286 (Nov. 8) 1957. 12. 
ig ery W. B., Jr., et al. Proc. Staff Meet. Mayo Clin. 31:377 (June 27) 1956. 13. Altschul, R; Hoffer, A., and Stephen, 

D.: Arch. schem. 588, 1955. 14. Seebrell, W H., and Harris, R. S.: The Vitamins; Chemistry, Physiology, Pathology, 
ne York, Academic Pld 1954, vol. 2, p. 551. 15. Gregory, I.: J. Ment. Se. 101: 85, 1955. 16. Sinclair, H. M.: Lancet 1:381, 
1956. 17. Page, I. H., et al.: J. A.M.A. 164:2048 (Aug. 31) 1957. 18. Rosenfeld, L.: Am. J. Clin. Nutrition 5: 286, 1957. 
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October 21 and 22 in Rome. The first ses- 
sion will be held jointly with the Italian 
Society of Internal Medicine and will deal 
with “Presenile and Senile Diabetes.” 

e 
Heart Association Session 
The 


nual scientific sessions will be held October 


American Heart Association’s 32nd an- 


23 to 25 in Convention Hall, Philadelphia, 
Pa. The conference will hear 109 original 
scientific papers, selected from 400 submit- 
ted. Also on the program will be a joint 
session with the American College of Cardi- 
ology devoted to the subject of “Cardiac Re- 
Arthur S. Flemming, United 
of Health, Education 
is scheduled 


suscitation.”’ 
States Secretary and 
Welfare, 


luncheon. 


to address a business 
® 

Rehabilitation Association 

“Rehabilitation—a 

the theme of the conference of the National 


Positive Force” will be 
Rehabilitation Association October 26 to 28 
at the Statler-Hilton Hotel, Boston. Among 
topics to be presented will be the impact of 
medical research on rehabilitation, progress 
of medical education and rehabilitation, re- 
habilitation in rural areas, structure of fed- 
eral and state rehabilitation agencies, the 
disabled person in the home, the responsi- 
bility of insurance carriers for rehabilitation, 
and the influence of emotional and _ social 
factors on vocational adjustment. Edward D. 
Callahan, Massachusetts Rehabilitation Com- 
mission, 14 Court Square, Boston 8, is con- 
ference chairman. 
e 
Arteriosclerosis Meeting 


The Council on Arteriosclerosis of the 


American Heart Association will hold a 
meeting in the Hotel Knickerbocker, Chica- 
go, November 8, 1959. Dr. Paul Dudley 


White will give the luncheon address on 
“Atheroma and Thrombosis—Major Threats 
to Our Health Today.” Thirty papers are 
scheduled for delivery. 


114A 





Rehabilitation Course for Physicians 

A course for physicians on rehabilitation 
care of the chronically ill patient will be 
held November 16 to 20 by the Department 
of Physical Medicine and Rehabilitation of 
the New York Medical College-Metropolitan 
Hospital Center, New York City. The cur- 
riculum will be related to such neuromus- 


cular and musculoskeletal conditions as 
hemiplegia, arthritis, multiple sclerosis, park- 
insonism, cerebral palsy, hip fractures, am- 
putations, muscular dystrophy, and para- 
plegia. The fee is $100 and a number of 
federal scholarships are available for tuition, 
travel. Dr. 
Tobis, Chairman, Department of Physical 
Medicine and Rehabilitation, New York 
Medical College, 1 E. 105th St., New York 
29, N. Y., is in charge. 


maintenance, and Jerome S. 


e 

First Gerontologic Conference at Duke 
The Duke University Regional Center for 
the Study of Aging will present its First An- 
nual Conference on Gerontology November 
19 to 21 in Durham, North Carolina, with 
emphasis on basic biologic and medical as- 
pects of the problems of aging. The second 
Conference, the date of which will be an- 
nounced later, will stress social and economic 
aspects of aging problems. 

For further information, write to Robert 
H. Dovenmuehle, M.D., Research Coordina- 
tor, Center for the Study of Aging, Duke 
University Medical Center, Durham. 

« 
Geriatrics Society to Meet 
The National Geriatrics Society, an organiza- 
tion of institutions for the aged having geri- 
atrics programs, will meet April 14 to 16, 
1960, at the Hotel Morrison, Chicago. Con- 
vention chairman is S$. H. Hoffman, 225 FE. 
234th St., Bronx 70, N.Y. 

e 


International Gerontology Meeting 
The International Association of Gerontol- 
ogy will hold its fifth International Congress 
of Gerontology in San Francisco, California, 
August 7 to 12, 1960. Basic purpose of the 
association is to promote the discovery, de- 
velopment, and dissemination of systematic 
knowledge concerning the aging process and 
(Continued on page 116A) 
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| BRAND OF STANDARDIZED CONCENTRATE OF TOTAL SENNA POD PRINCIPLES WITH PSYLLIUM POWD ER 


| The First Standardized Psyllium With The First Doubly Standardized Senna Neuroperistaltic 


The unsurpassed effectiveness and safety of ‘Senokot’, by itself, is thoroughly documented by 
the fastest growing bibliography (1-87) on constipation. Now, ‘Senokot With Psyllium’ Powder, 
specifically formulated for the special problems of geriatric constipation, is available for your 
prescription or recommendation. Because ‘Senokot With Psyllium’ is doubly standardized, its 
effects are more predictable and reproducible. Standardized senna assures gentle action, for 
the dosage may readily be adjusted to the needs of the individual. Standardized psyllium pro- 
vides an adequate amount of bulk required by the elderly for proper bowel function. 


In addition, ‘Senokot’ With Psyllium’ provides direct neuro-stimulation of Auerbach’s Plexus in 
| the large bowel. Bowel evacuation thus more closely approximates the natural physiologic act 

—an important consideration for older patients, so many of whom are on restricted diets. To 
| ensure high patient acceptability, ‘Senokot With Psyllium’ may be mixed with water or milk 
| to make a pleasant tasting cocoa-mint flavored drink. 


suPPLy: Cocoa-mint flavored powder, in canisters of 5.5 ounces. 
1—87—Complete bibliography (87 citations) available on request to the Medical Director 


TORONTO 1, ONTARIO 


Lhe Puree Ppederioh Company, racicerse re seeewan se recension 08 


© Copyright 1959, The Purdue Frederick Company 


115A 











(Continued from page 114A) 





the aging individual as well as social changes 
and adaptations brought about by aging 
populations. Address inquiries concerning 
the meeting to Louis Kuplan, President, 
P.O. Box 2103, Sacramento 10, Calif. 


Other Meetings of Geriatric Interest 

October 5 to 7—National Committee on 
the Aging, southwestern regional conference 
on Older People in Smal] Communities and 
Rural Areas, Durham, North Carolina. 

November 11 to 13—American Geronto- 
logical Society, Detroit. 

December 8 and 9—National Social Wel- 
fare Assembly, annual meeting, Hotel Bilt- 
more, New York City. 

December 9 and 10—National Committee 
on the Aging, annual meeting, Hotel Bilt- 
more, New York City. 

March 13, 1960—National Health Council, 
annual National Health Forum, Miami 
Beach. 

June 6 to 10, 1960—Canadian Conference 
on Social Work, Halifax, Nova Scotia. 

January 1961—Second White House Con- 


ference on Aging, Washington, D.C. 


Forand Bill Opposed 


The Eisenhower administration has joined 
the American Medical Association, state 
medical societies, and the American Hospital 
Association in opposing the Forand_ bill 
which would give health insurance to all 
social security beneficiaries and which would 
be financed by an increase in social security 
taxes. 

In reply to testimony that private insur- 
ance carriers could not do the job and that 
their rates would have to be too high, Ar- 
thur S. Flemming, secretary of Health, Edu- 
cation and Welfare, said “I believe it can 
and will be done” through private plans. 
Also, he told the House Ways and Means 
Committee, approval of the bill would es- 
tablish a course from which there would be 
no turning back. 
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Spokesmen for the American Medical As- 
sociation told the committee the Forand Bill 
would result in poorer, not better, medical 
care. Dr. Leonard W. Larson, chairman of 
the AMA’s board of trustees, and Dr. Fred- 
erick C. Swartz, chairman of its committee 
on aging, were joined by representatives of 
33 state medical societies in opposition to 
the bill. 

° 
Aging Committee Appointed 
Governor Michael V. DiSalle of Ohio recent- 
ly appointed a seven-member Governor's 
Commission on Aging to survey the needs 
of the state’s aged persons and to promote 
action to meet these needs. ‘The Governor 
urged the Commission to spark activity in 
communities where resources are needed now 
and said that it should not only uncover facts 
for presentation at the White House Con- 
ference on Aging in 1961 but that it should 
take steps to meet immediate needs of the 
state’s aged. Specific problems expected to 
be encountered are employment for the aged, 
housing, research, and assisting middle-aged 
and older persons to make preparation for 
more enjoyable later years. Also to be ap- 
pointed is a committee composed of repre- 
sentatives from each county in the state who 
will enlist community help in studying prob- 
lems of the aged, available facilities, and 
needed facilities. 

6 
Library Services Studied 
A recent study conducted by the American 
Library Association indicated there is a need 
for librarians who can recognize more ade- 
quately the varied needs of older people and 
develop programs to meet these needs by 
practical application of available resources. 
As a result of the study, an institute on 
library services to an aging population was 
held in conjunction with the Annual Con- 
ference of the Association, which took place 
June 22 to 26 in Washington, D.C. 

e 
New Publication 
The first issue of Gerontologia Clinica, In- 
ternational Journal of Geriatrics, has been 
published by S. Karger, A.G., of Basel, Swit- 
zerland, and New York. Aimed at physicians 

(Continued on page 120A) 
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It spares them the 
usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing hypertension, 
although the daily dosage required is higher than that of reserpine. Severe side-effects are infrequent, 
and this attribute of syrosingopine is its chief advantage over other Rauwolfia preparations. The 
drug appears useful in the management of patients with essential hypertension.”! 


Almost all side effects relieved when Singoserp was 
substituted for other rauwolfia derivatives in 24 patients’ 





Incidence | 
Side Effects with Prior Relieved by Not 
Rauwolfia Agent Singoserp Relieved* 
Depression 11 10 1 
Lethargy or fatigue 5 5 | 0 
Nasal congestion 7 7 re) 
Gastrointestinal ° ; ; 
disturbances = a= Me piceckameasaliom 
Conjunctivitis 1 1 | i¢) 


*Two of the 24 patients had two troublesome side effects. 


Singoserp 


(syrosingopine CIBA) 





First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 


1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J C.: J.A.M.A. 169:1609 (April 4) 1959. 
2. Bartels, C. C. Clinical report to CIBA. 
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‘who wish to widen their knowledge of geri- 
atric medicine and who desire to improve 
the standards of medical care of their elder- 
ly patients,” the journal will publish origi- 
nal papers and editorials. Appearing quar- 
terly, the journal is printed in English, 
French, and German. Dr. A. N. Exton-Smith, 
Woodford-Williams, 


Annual rate is 


London, and Dr. E. 
Sunderland, are editors. 
$9.25, and the publisher’s address is Arnold 


Boecklinstr. 25, Basel. 

« 
Italian Journal 
Panminerva Medica, the Italian Medical As- 
sociation’s monthly English language review, 
May. 
Medica will publish the latest information 


began publication in Panminerva 
on developments in Italian medicine, in the 
belief that this will be of interest to the 
medical profession in every country. Sub- 
scription cost is $10 a year. The publisher 
is Edizioni Minerva Medica, Corso Bramante 
83-85, Torino, Italy. 
e 


Purdue Retirement Institute 

Purdue University’s fifth annual institute 
on preparation for retirement was held Sep- 
tember 21 to 25. It was planned mainly for 
persons responsible for the administration 
of personnel policies, pension plans, counsel- 
ing older employees, and union programs 
for older workers and for persons conduct- 
ing training programs. The institute staff 
Tibbitts, assistant di- 
Aging, U.S. 


Department of Health, Education, and Wel- 


was to include Clark 
rector of the Special Staff on 
fare; Martin Tarcher, secretary on aging, 
Health and Welfare Council of Indianapolis; 
Herbert C. 
Adult Education; Dr. R. E. Walters, medical 
director of Cummins Engine Company, Co- 


Hunsaker, Purdue Division of 


lumbus, Ohio; Charles Odell, head of the 
Retired Workers Department, United Auto- 
mobile Workers; and Martha Douglas, direc- 
tor of counseling and employee activities, 
Carson, Pirie Scott and Company, Chicago. 
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Psychologists to Study Aging 

Research into the psychology of aging is the 
focus of a new graduate program at Wash- 
ington University, St. Louis. Designed to in- 
crease the number of teachers and research 
workers in this field, the project is assisted 
by the National Institute of Mental Health. 
The plan includes several traineeships with 
an annual stipend of $2,400 for the four 
years of study. 


Control of Disability 

A national symposium on the problem of 
controlling disability and the problems of 
medical economics will be sponsored Octo- 
ber 15 and 16 in Boston, Mass., by the Lib- 
erty Mutual Insurance Company. One of the 
highlights is a session devoted to the im- 
plications of the latest molecular research 
as it relates to the connective tissues and 
the degenerative diseases of the aging. The 
clinical conditions include arthritis, athero- 
sclerosis, fracture healing and so-called aber- 
rant calcification in general, which together 
constitute perhaps the most widespread of 
modern-day afflictions. Professor F. O. 
Schmitt and Drs. Joseph S. Barr, Jerome 
Gross, and Melvin Glimcher, all of Massa- 
chusetts General Hospital, and Dr. Robert 
T. Monroe of Peter Bent Brigham Hospital 
will report on the subject. 


Rehabilitation Symposium 

Western Reserve University and Highland 
View Hospital, Cleveland, will hold a nation- 
al invitational symposium on Behavioral 
Research in the Rehabilitation of the Physi- 
cally Disabled November 4 to 6, 1959, at the 
hospital. Address inquiries to The Cleve- 
land Symposium, Barbara Kunz, Project Co- 
ordinator, Highland View Hospital, 3901 
Ireland Drive, Cleveland 22, Ohio. 


Geriatric Hospital Opens 

Seaside State Geriatric Hospital in Connecti- 

cut, which was converted from a_ chronic 

hospital for children, opened last January. 

Seaside, a medical institution for patients 

65 and older, is equipped to perform all the 
(Continued on page 122A) 
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| be under way again soon, once he’s on 


ARAFON 


‘LEX® + TYLENOL®) 


nuscle relaxation plus analgesia 
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tl Laboratories, Inc - Philadelphia 32, Pa. 


prescribe PARAFON in low back pain—sprains— 
strains —rheumatic pains 

Each PARAFON tablet contains: 

PARAFLEX® Chlorzoxazonet 
Specific for skeletal muscle spasm 

TYLENOL® Acetaminophen ............. 300 mg. 
The analgesic preferred in musculoskeletal pain 
| OT OXY Texas A\ Comm 200) Cel os Xe Ooo) ae Be 

Supplied: Tablets, scored, pink, bottles of 50. 


Each PARAFON WITH PREDNISOLONE tablet contains: 
PARAFLEX® Chlorzoxazonet 125 mg., TyLENOL® 
Acetaminophen 300 mg., and prednisolone 1.0 mg. 
Dosage: One or two tablets t.i.d. or q.i.d. 
Supplied: Tablets, scored; buff colored, bottles of 36. 
Precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 
*sailon tU.S. Patent Pending 
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work of a general hospital except major sur- 
gery. The small, full-time staff of physicians 
is assisted by specialist consultants when 
The staff 
physical therapy, occupational therapy, and 


needed. social service and the 
recreation staffs all work to improve the pa- 
tient’s condition and to develop abilities and 
attitudes which will help him after he leaves 
the hospital. 


country who are too disabled to visit a 


dentist, and many of them need dental care. 
° 


Editor Appointed to New Post 
Dr. Harry E. Ungerleider, an associate editor 
of Geriatrics, was recently appointed consult- 
ing medical director of North American Re- 
assurance Company. 

° 


CONFERENCE REPORTS 


White House Conference 

The advisory committee to the White House 
Conference on Aging met June 9 and 10 
in Washington, set the dates for the con- 


ference at January 9 to 12, 1961, and decided 
Portable Dental Equipment 
Portable dental equipment which would en- 


to reserve space for the general sessions at 
Hall. The conference theme 
was recommended as “Aging With a Fu- 


Constitution 


able a dentist to give home or bedside 


treatment to persons too disabled to visit ture—Every Citizen’s Concern.” 


The 
matter was considered: population trends 


a dentist’s office is being tested by the U.S. 
Public 


following organization of subject 
Health service. The service estimates 
there are some 5,500,000 this 


persons in (Continued on page 126A) 


GLY-OXZAIDE 


“for your older patient” 


Gly-Oxide (Urea Peroxide in a special vehicle of anhydrous glycerol) 
offers a logical approach to the local treatment of oral infections and 
~ is uniquely suited for the older patient who is less willing and in 
. many cases less able to cooperate in treatment. 


| GLY-OXIDE 
CONTAINS ~ Corbonide 
Anhydrous Gram’ 
aribeel Hee ae 
ADMINISTRATION: © 
Apply undiluted to 
with @ swab, or directly ber” 
battle. As o rinse oF lover ® 
on tongue ond allow sah 
THROAT. Extend tongue” 


word ond opply 10-15 oe? 
bock of throat 


premnaiiis. 


Gly-Oxide used undiluted, as directed, adheres to the tissues and 
inhibits the action of pathogenic bacteria. It forms an oxygenated 
foam and exhibits a marked ability to cleanse soft tissue. Gly-Oxide 
aids in alleviating trouble spots often encountered around dentures 
and aids in preventing infection. 


Although the Geriatric patient often endures these many oral condi- 
tions, adjunctive application of Gly-Oxide can minimize local com- 
plications. Its ease of application from plastic bottle and freedom 
from side reactions definitely point to Gly-Oxide as the ideal 


INTERNATIONAL mum” cleansing-debriding agent which is also antibacterial for routine oral 
hygiene. 
a For further information refer to your Physician’s Desk Reference 
Write for 


complimentary samples 


INTERNATIONAL PHARMACEUTICAL CORP. 
1700 Walnut Street, Phila. 3, Pa. 


GLY-OXIDE 
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m Exhibits unusual analgesic properties, different from those 
of any other drug gg Specific and superior in relief of SoMAtic pain 


m Modifies central perception of pain without abolishing natural 


defense reflexes gg Relaxes abnormal tension of skeletal muscle 





N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


m More specific than salicylates mm Less drastic than steroids 


m More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. Soma is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SoMA than with any previously used analgesic, sedative or 
relaxant drug. 

SoA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 80 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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and social and economic implications, in- 
come maintenance, impact of inflation on 
retired citizens, employment security and 
retirement, health and medical care, insti- 
tutional care, rehabilitation, social services, 
housing for middle-aged and older people, 
education for maturity, professional person- 
nel, family life and family relationships and 
friends, free time activities, religion, biologi- 
cal and medical research in gerontology, so- 
cial science and psychological research in 
gerontology, local community organization, 
state organization, national voluntary agen- 
cies, and service organizations. 

The subcommittee on attendance and 
selection of delegates agreed that total at- 
tendance should be 3,000, with 200 set aside 





for press, other media, and observers. The 
states should have 1,740 delegates; national 
organizations, 660; and the advisory and 
planning committee, representatives of fed- 
eral agencies and other specialists, 400. The 
advisory committee also recommended that, 
in each state not having one now, an off- 
cial body be established to prepare and carry 
out the state’s work in relation to the White 
House Conference. 

The advisory committee is made up of 
130 outstanding citizens, appointed by Ar- 
thur S. Flemming, Secretary of Health, Edu- 
cation, and Welfare. Former Congressman 
Robert W. Kean of New Jersey is chairman. 
Among recent appointments on the com- 
mittee announced by Flemming are that of 
Dr. Ewald W. Busse, head of the Duke Uni- 
versity Psychiatry Department and director 
of its Center for the Study of Aging, as chair- 
man of the committee on medical research 
in gerontology for the conference; and that 

(Continued on page 131A) 





“~~ GUSTALAC..... 


neutralize excess HCI for 242 hours 
for rapid, sustained relief in 





Gastric and Duodenal ULCERS 
HYPERACIDITY, Heartburn of Pregnancy 


SUPERIOR BUFFERING —without acid rebound, constipation or 
systemic alkalosis... PLEASANT TASTE 


Each GUSTALAC tablet provides: 


superfine calcium carbonate (300 mg.) buffer-enhanced by a 
special high protein defatted milk powder (200 mg.). 2 tablets 


equal buffering value of 10 ounces of milk. 


DOSAGE: 2 tablets chewed or swallowed q. 2 to 3 h. PRN and on retiring. 
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GERIATRIC PHARMACEUTICAL CORP. 


BELLEROSE, N.Y. DEPT. GER 8-59 
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of W. W. Morris, director of the State Uni- 
versity of Iowa’s Institute of Gerontology, 
as a committee member. 


Senate Hearings on Aged 
A six-member senate subcommittee on prob- 
lems of the aging and aged in June launched 
an eighteen-month study of the nation’s 
15,500,000 persons over 65 and their needs. 
The subcommittee is headed by Sen. Pat 
McNamara, himself crowding the line at 64. 
McNamara called the good health, and 
the income to sustain it, of Americans over 
65, “the most vital problem in this field of 
increasing national concern.” The need, he 
said, is defined by the fact that older people 
need two to four times as much hospital 
service as younger persons, that “less than 
one-third of all the aged” have any hospital 
insurance and that about 60 per cent of 


those over 65 have less than $1,000 a year 

income. 
Wilbur J. 

Michigan school of social work told the 


Cohen of the University of 


committee that the increase in the over-65 
age bracket now is nearly 1,000 a day. The 
group now makes up 8.5 per cent of the 
population and will total 20 million by 1975. 
Over-all consumer prices have gone up 24 
per cent since 1947-49, while cost of medical 
care has risen 49 per cent, and hospital room 
charges went up 105 per cent and still are 
rising. 

Dr. Howard Rusk, chairman of the New 
York University Rehabilitation Center, testi- 
fied that many chronically disabled persons 
are not really in need of continued hospital 
care, but that “since there is no place for 
them to go, they are forced to live for 
months or years in an environment where 
pain and death are a part of the daily rou- 
tine.” Studies in New York hospitals have 
indicated that one out of five “chronic” pa- 
tients could leave if they had some place to 
go. 


(Continued on page 134A) 


When a gentle, effective laxative is needed to help 


establish normal regularity, Ex-Lax may be recommended 


with confidence. 
NORMAL 
REGULARITY 


Phenolphthalein, the active ingredient 


in Ex-Lax, exerts its greatest effect upon the colon’ 


...acts gently, overnight...in the 


morning produces a stool very much like normal. 


It may be safely given as directed to the young and old.° 









ARE a 
. SSS 


Each tablet of Ex-Lax contains the equivalent 


of 1% grains of standardized yellow phenolphthalein, 


1. Goodman, L. & Gilman, A.: The Pharmacological Bz 
2, Beckman, H.: Drugs, Their Nature, Action and Use, W. H. Sat 
No. 6, 1943, p. 725. Abramowitz, € J. Di 


E.W.: Ar 


asis of 


Dis.,Vol.17, No 


biologically tested for effective action. 


EX-LAX 

IS SAFE, GENTLE, EFFECTIVE 

Therapeutics, 2nd ed., Macmillan Co., 1956, p. 1054. 

inders Co., 1958, p. 440. 3. Blatt et al: J. of Ped., Vol. 22, 
3, 1950, p. 81-82 
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Why do they put rubbia 


we. 





The next time you prescribe elastic stockings (ant 

doctors do prescribe 2 out of every 3 purchased) re 

member why they put rubber in the rubber band 
Because only rubber works. 


There’s lots of talk these days about the new support 
hosiery that contain no rubber. 

The name is a misnomer because they cannot giv 
complete support. It’s as simple as that. F 

They do stretch. But lots of things stretch. In an elastil 
stocking, what counts is “‘return-action” —the compressiojj 
of the rubber trying to return to its original shape. 

All-elastic stockings by Bauer & Black (with rubber i 
every supporting thread) provide that return-action 
with continuous, uniform compression—necessary fo 
proper support. 























51 gauge sheerness F 

And only Bauer & Black gives your patients a comple 
wardrobe of elastic stockings . . . with all-elastic hose fo 
every type of wear (from workaday stockings to dressy 5} 
gauge styles), starting as low as $3.75 each. Expert fitting 
available at drug, department, and surgical supply sto 


All-elastic stockings by 
Bauer « Black 


DIVISION OF THE KENDALL COMPANY 





a rubber band? 


pswer: because nothing else is as elastic as rubber) 











Mail coupon for new reference on 
treatment and prevention of varicose 
veins by compression. a 


Bauer & Black, Dept. GE-10 
309 W. Jackson Blvd., Chicago 6, Ill. 


Send me a copy of your new 32 page digest “Elastic 
Stocking Compression in the Therapy of Varicose Veins’— 
written by a doctor, for doctors. 





io! 


Name 





Address 
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Dr. Wilma 
University 


the 
Geron- 


Donahue, chairman of 
Michigan 
half 


ly population can’t afford adequate living 


of Division of 


tology, testified that the nation’s elder- 


accommodations. About eight million peo- 
ple are forced to live in dilapidated quarters 
of their communities which promote mental 
and physical illness and crippling disabilities. 
As 


in 


many as 12 million elderly couples live 


three-generation families and “most 


that 


undesirable.” 


re- 


port they regard this arrangement as 


\ larger supply of good hous- 
ing and well planned developments would 
help not only the elderly but would also 
solve many difficult problems of younger 
families. 

J. J. Follmann, fi 


and 


, director of information 
Health As- 
questioned the need 


research of the Insurance 


sociation of America, 


for any form of government-sponsored health 


insurance programs. While conceding that 


only 40 per cent of those over 65 have health 
insurance, as against 70 per cent of the gen- 
eral population, he said surveys have found 
that a number of the elderly don’t think they 
want or In addition, 
private insurance companies increasingly are 
Methods 
insurance on older 


need health insurance. 
meeting the needs of the elderly. 
include continuation of 
active workers under group insurance plans, 
continuation of group insurance on retired 
workers and their dependents, continuation 
on an individual policy basis of coverage 
originally provided by group insurance, is- 
suance of group insurance at advanced ages, 
and issuance of policies that become paid up 
at age 65. 

Another round of hearings, with repre- 
national 
23 to 
Members of the subcommittee, 


sentatives of federal agencies and 


organizations testifying, was held July 
August 6. in 


addition to McNamara, were Senators Ken- 


nedy (D., Mass.) , Clark (D., Pa.), Randolph 
(D., W. Va.), Goldwater (R., Ariz.) and 
Dirksen (R., IIl.). 
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@ Escherichia Coli 
e Proteus Vulgaris 


@ Monilia Albicans 


ACQUIRED. RESISTANCE DOES. NOT OCCUR! 







LABORATORY: 
PROVED! 


Here are the results of 
exacting laboratory tests, 
conducted at our research 
institute. This chart illus- 
trates the average zone of 
inhibition** produced by 
DIAPARENE CHLORIDE 
BABY POWDER against 
staphylococci and other 
organisms. 


H. AU 
are 58° Re 


genes 


€. col’ 


*Antibiotic Resistant Strains 
**Tests were done in quadrupli- 
cate with 8mm. diameter cup 
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This controlled labo- 
ratory experimenta- 
tion once again con- = 
firms the efficacy of DIAPARENE CHtorive’s Ss 
antibacterial activity. 


This evidence provides scientific substantiation 
enabling physicians to prescribe DIAPARENE ANTI- 
BACTERIAL BABY POWDER with confidence that 
it provides effective prophylaxis in ammonia der- 
matitis in infants and incontinent adults. 

Samples and literature on request. 


Homemakers Products Division, George A. Breon & Co., New York 18, N. Y. 


























¥} 
IN " 
STRESS 


CONDITIONS 


od * Spontaneous abortion 

« ® Inflammatory diseases 
Infectious diseases 
Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 


COMMON FINDINGS 


In these stress conditions whether caused by 





nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin 


& 
and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
. . ] f ] . d 1 d I PHARMACEUTICAL DIVISION 
In specialty formulations developed by ONTARIO, CALIFORNIA 


leading pharmaceutical manufacturers. 
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New Drug for Asthma 


Bronkotabs, a new oral medication shown 


to have a high level of effectiveness in treat- 
ing bronchial asthma, has been introduced 
by George A. Breon and Co., New York City. 
In addition to its significant therapeutic val- 
ue in bronchial asthma, the drug is indi- 
cated in the prophylaxis and treatment of 
asthmatic bronchitis, chronic bronchitis 
with emphysema, and emphysematous bron- 
chospasm. When tested in 548 patients with 


bronchial asthma, the drug produced satis- 





side effects have proved to be minimal. 
Bronkotabs contains ephedrine sulfate, the- 
ophylline, thenyldiamine hydrochloride, 
glyceryl guaiacolate, and phenobarbital, 
which act to control bronchospasm, local 
bronchial edema, allergic complications, te- 
nacious mucus, and feelings of anxiety and 
tension. 


Survey of Postcoronary Therapy 

A recent survey conducted among 652 of the 
13,500 doctors attending the annual conven- 
tion of the American Medical Association in 
June 1958 indicated that over 64 per cent ol 
general practitioners use vasodilators in the 
management of the acute and postcoronary 
phases of heart attacks and that approxi- 
mately 50 per cent of specialists follow this 
practice. To allay anxiety and tension in 








factory results in 529, of whom 503 showed coronary patients, 59 per cent of general 
either excellent or good responses. Of 593 practitioners use phenobarbital, rather than 


patients treated with Bronkotabs for bron- 





tranquilizers, in conjunction with — basic 


chial asthma and other conditions, 91 per therapy. The survey, which polled the opin- 
cent reported excellent or good response; 


(Continued on page 138A) 


*“Twenty-two cases of chronically infected wounds and ulcers were treated 
with...[Panarit]. In 18 cases, very marked and rapid improvement in the 
appearance of the wounds occurred. Excessive necrotic and cellular debris 
was effectively removed and there was early appearance of healthy granu- 
lation tissue.” Carpenter, E. B.: Virginia M. Month. 85:22, 1958. 








wounds | 

...rapl d | 

ovement’ 

panafil topical enzyme 
YY @ well tolerated and convenient for 


tneréd 
Mount Vernon, N.Y. : 
outpatient use 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) + For complete information see your Physicians’ Desk Reference 
33259 









@ effective wound cleansing and healing 
@ economical for hospital and patient 





136A 








aling 
ent 


rence 
33259 











LOW BACK PAIN is frequently the only 
presenting symptom of OSTEOPOROSIS 


Although accepted as a natural concomi- 
tant of old age, osteoporosis is not easily 
recognized in middle age. Nagging pain in 
the lower back and legs can be the first 
manifestation of estrogen withdrawal or 
gonadal insufficiency. 


Each tablet contains methyltes- pew 
tosterone 10 mg., beta-estradiol 





ANA-DoME Tablets, an androgen-estrogen 
combination with Vitamin C added, not 
only relieves pain in these cases but re- 
vives and promotes osteoblastic and ana- 
bolic activity. Reparative support is thus 
provided for fragile and inelastic bone. 


1 mg., and calcium ascorbate A N A = D O Mi E 
375 mg. Bottles of 30 and 100. TABLETS 
androgen-estrogen-vitamin combination 


itily, 
4 A 

() DOM E CH EMICALS y NC. 125 West End Avenue, New York 23 
Ww 665 N. Robertson Blvd., Los Angeles 46 


2765 Bates Road, Montreal 
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ions of 401 general practitioners, 187 intern- 
ists, 39 cardiologists, and 25 practitioners of 


other specialties, was made possible by a 


grant from Warner-Chilcott Laboratories of 
Morris Plains, New Jersey, developer of the 
drug Peritrate, a vasodilator frequently pre- 
scribed for treatment of angina pectoris fol- 


lowing coronary thrombosis. 
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Effervescent Bulk Laxative 

Phe Stuart Company of Pasadena, 

Effersyl, 

companion to 


Califor- 
an effervescent 

Effergel. De- 
routinely 


nia, has introduced 
bulk 


signed for the 


laxative 
chronically or con- 


Stipated patient, this effervescent, pleasant 
tasting psyllium bulk laxative is sodium-free 
and contains a natural, nonirritating vege- 


ALL 


cigarettes give you 
less nicotine and 
tars when you @. 
smoke them with 
this thirsty crystal 











the famous Dunhill 
DE-NICOTEA holder 
SPECIAL PROFESSIONAL OFFER 


For your own use or for «aad ner 
we will send you a De-f > er 
of additional filters for $1.00. “(Reg ular retai | orice 
$2 50.) Let us know if you would like a copy of 
the laboratory report on its ‘‘Effectiveness for Re- 
moving Tars and Nicotine.” Write Dunhill, 
393 Fifth Avenue, New York 16, New York. 











table Mild peristaltic 
stimulation is provided by di (acetylhydroxy- 
phenyl) isatin, chemically similar to the ac- 
tive principle of prunes. This product is in- 


bulking ingredient. 


tended as a companion to Effergel, used for 
the difficult and obstinately constipated pa- 
tient. 


New Analgesic Drug 

More satisfactory than morphine for relief 
of pain and effective in one-tenth the dosage, 
Numorphan Hydrochloride, 
Class 
tablished 
with 


classified as a 
narcotic, provides more rapidly es- 
and 


more prolonged 


from side effects. A 


analgesia 
relative freedom 


wider scope of pain relief in short- and 


long-term therapy is associated with a great- 
er margin of safety and comfort for the pa- 
tient. A product of Endo Laboratories, Rich- 
Hill, New York, Numorphan is in- 
dicated in all 


mond 


instances of pain in which 
morphine and morphinelike synthetic agents 


may be used. 





n very special cases 
a very superior brandy... 
specify 
kkk 
HENNESSY 
COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 











